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PRESIDENT’S ADDRESS 
THE DOCTOR AND THE EMERGENCY 


F. WEBB GRIFFITH, M.D. 


ASHEVILLE 


“That from these honored dead we take 
increased devotion to that cause for which 
they gave the last full measure of devotion 
—that we here highly resolve that these 
dead shall not have died in vain—that this 
nation, under God, shall have a new birth 
of freedom—and that government of the 
people, by the people, for the people, shall 
not perish from the earth.” 

At the time these simple majestic words 
were uttered, our country was torn asunder 
by a devastating war in which brother 
fought brother with an intense hatred. It 
looked as if this promising young nation 
was headed for a suicidal death. 

Your speaker was taught in childhood to 
hold sacred the memory of a close relative 
who, in a uniform of gray, made the su- 
preme sacrifice at Gettysburg, and to revere 
the cause for which he gave his life. Fewer 
than fourscore years have elapsed since 
Appomatox. No longer are there any 
“rebels” or “damn yankees”, and the Mason 
and Dixon line has long since been obliter- 
ated. 

We stand a united nation, the most power- 
ful and richest on earth. Notwithstanding 
our unity, strength and wealth, we are in 
greater danger than in the dark days of ’63 
or when poppies grew in Flanders Field. It 
behooves every citizen of this country to de- 
cide, not whether he will take part in this 
titanic struggle—for to do otherwise is in- 
conceivable—, but how he can best serve. 

We as physicians have numerous oppor- 


Read before the First General Session, Medical Society of 
the State of North Carolina, Charlotte, May 12, 1942. 


tunities peculiar to our profession. These 
I shall present to you briefly. 

1. Obviously the greatest need for our 
services is with the armed forces. At the 
present time there is no way of estimating 
what the ultimate demand will be. In the 
Revolutionary war there were approxi- 
mately fourteen hundred doctors in service. 
In 1917, before declaration of war, the Med- 
ical Corps of the regular army was between 
six and seven hundred. At the time of the 
armistice there were 31,000 medical officers, 
5,000 dental officers, and 2,000 veterinary 
officers. Also there were 20,000 nurses, 
10,000 of whom served overseas, and 280,- 
000 enlisted men serving in the Medical De- 
partment. That was the requirement for 
an army of 3,500,000. 

Should we have an army of ten million, 
then, at the same ratio there would be re- 
quired in the Medical Department person- 
nel 87,300 medical officers, 10,300 dentists, 
5,000 veterinarians and 61,000 nurses. A 
determined effort is being made, in so far as 
is possible, to have the doctors in service 
assigned to the work for which they are best 
fitted. Obviously no hard and fast lines can 
be made, and many excellent specialists will 
be doing work for which they are not best 
fitted. Likewise many general practitioners 
with very meager special training will be 
classified as specialists, even though they 
could not qualify as such in private practice. 
In such a huge undertaking there are sure 
to be some square pegs in round holes. 

One who should be in a position to know 
Whereof he speaks has estimated that for 
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an army of ten million, the following num- 
ber of physicians, classified as specialists, 
will be needed: 


General operating surgeons ........ saan 8000 
Assistants to general 

operating SUTYFCONE ................01....--c0-+04 3590 
NINN sins ccaiainnteeiecntonnesiobenniines 1340 
THOPACIC GUPHOONE ................1.00.000...eseeseses 1250 
Plastic and 

maxillofacial surgeons ................--..---- 1360 
II ic edna uitinatelnhepickpe bo icheeean 7130 
i ee ciceeee 1960 
Neuronayemintriate .............-..:0.:.00....00.-. 1920 
Gastro-enterologists — ...........2...22..2-2--2---+-+- 1960 
TT Ee 980 
TT 1000 
Tuberculosis specialists .......................... 980 
Urologists and syphilologists —.............. 2930 


Finally there is a group of 6500, consist- 
ing of clinical pathologists, bacteriologists, 
biochemists, pathologists, serologists, toxi- 
cologists, epidemiologists, parasitologists, 
and others. 

This means that the army will need about 
57,000 physicians with special training in 
some field. 

2. Selective Service 

Twenty-five thousand or more physicians 
are donating freely their time and skill in 
the examination of the draftees. They are 
doing a good job, often being subjected to 
unjust criticism in the performance of their 
duty. Doubtless some of these will join the 
armed forces and be replaced by others who, 
because of age or disability, must remain 
at home. 

3. Industry 

In this country the worker in industry 
loses an average of slightly over eight days 
a year from illness, much of which is pre- 
ventable. In a year this amounts to between 
three hundred and fifty and four hundred 
million days, or one million work years a 
year. 

It is a trite saying that fighting men with- 
out equipment are useless. We condemn, 
and rightly so, strikes and mismanagements 
which slow down production. But in pre- 
ventable illnesses of the workers there is a 
colossal waste which overshadows anything 
else in slowing production. 

There is need for a large number of physi- 
cians trained in industrial medicine and 
surgery. It is not enough that an industrial 
physician should seek to eliminate the med- 
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ical and surgical hazards incident to employ- 
ment; he should go further and supervise 
the health of the employees in general. In 
ordinary times this might be an infringe- 
ment on the rights of the family physician. 
These are not ordinary times, and the in- 
terests of the individual physician must be 
secondary to the interest of the country. 

An employer might feel that he has no 
responsibility for the prevention of an em- 
ployee’s illness not connected with employ- 
ment. But time lost by a sick workman re- 
tards production, regardless of when, where 
or how the illness was contracted. 

Many physicians who are already inter- 
ested to some extent in industrial medicine 
could with profit devote more time and effort 
to that phase of their work. Those indus- 
trial physicians who are supervising large 
numbers of workmen are serving better than 
they could in active military service, and 
should be given deferment. Industrial med- 
icine offers an excellent field for women 
physicians and also for some of the older 
physicians who are unable to carry on a 
strenuous private practice. 

4. Rehabilitation 

A bulletin from the National Head- 
quarters of the Selective Service System 
contains the following paragraph: “The 
President has charged the Selective Service 
System with the administration of a pro- 
gram for the physical rehabilitation of re- 
jected men who can be completely and perm- 
anently rehabilitated at a reasonable cost in 
a reasonably short period of time, and made 
available for general military service in the 
armed forces. 

“Of the 900,000 who have been classed as 
available for limited military service or dis- 
qualified for military service, an estimated 
200,000 can be completely physicially re- 
habilitated for the performance of gencral 
military service. Perhaps one half of these 
who have remedial defects, or 100,000, have 
dental defects that can be successfully cor- 
rected.” 

Since this bulletin was issued, six months 
ago, the number of draftees examined and 
consequently the number of rejectees have 
carried these figures much higher. Now that 
the requirements for acceptance by the army 
are not quite so rigid as they were formerly, 
the ratio of rejectees is slightly lower. The 
present plans are to have these remedial de- 
fects handled by local physicians. In every 
community physicians especially qualified 
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will be designated to carry out these cor- 
rective measures with reasonable compensa- 
tion for their services. Any physician may 
make application to be placed on this desig- 
nated list, and if there is no doubt as to his 
qualifications, his name will probably be 
added. If a draftee declines to have his dis- 
ability corrected he may be inducted intdé the 
army and then under orders be rehabilitated. 

At the request of our Governor the boys 
in the senior classes of the high schools are 
being given an examination more thorough 
than that given the draftees by the local 
boards. While the examinations have not 
been completed and the results tabulated, it 
looks as if their defects will be about the 
same as those in the draftees. It is a no- 
torious fact that much time and effort are 
often spent in examinations and investiga- 
tions, only to have the findings pigeon-holed 
and forgotten. In this instance, however, the 
Governor is vitally interested in having 
these boys ‘“prehabilitated” and rendered 
physically fit before reaching the age for 
registration, and he will make very effort 
to obtain funds with which to do this work. 
These corrections will probably be made by 
local physicians in the same manner and 
with the same reasonable compensation as 
in the case of the draftees. When these 
“prehabilitations” have been completed, 
North Carolina will have made a generous 
and patriotic pioneer contribution. 

5. Civilian Defense 

The demands of the armed forces have 
been so great and so urgent as to over- 
shadow the needs for civilian protection. We 
have felt so secure in our isolation that we 
are not prepared to handle the casualties of 
war in our civilian population. 

North Carolina has a long and vulnerable 
coast line. The defense against invaders is 
the duty of the military authorities; but the 
care of those injured by invaders is the re- 
sponsibility of the medical profession, and 
we are not prepared. The Federal Security 
Agency and the Office of Civilian Defense 
will give monetary assistance and valuable 
advice, but North Carolina is primarily re- 
sponsible for the care of those injured in 
North Carolina. Numerous emergency base 
hospitals will be established for the care of 
evacuated casualties, and for these the part 
time services of a large number of physi- 
cians, surgeons and other specialists and 
dentists will be required. If we wait, hop- 
ing to secure physicians when the need 
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arises, it will be the same old story—“un- 
prepared.” 

The United States Public Health Service 
offers commissions on the inactive list to 
many physicians and dentists, who because 
of age or disability are ineligible for military 
service. Also women physicians will be 
welcomed. For purposes other than the 
treatment of war casualties, pediatricians, 
obstetricians and especially women physi- 
cians may be needed in those areas into 
which women and children are evacuated. 
During the time these physicians are on the 
res¢rve or inactive list, they receive no 
salary and are not in uniform. If and when 
their full time is needed they are put on the 
active list, don uniforms and receive the pay 
of their rank. As far as possible, the serv- 
ices of these reserve officers will be utilized 
in the area in which they reside. 

Those doctors who because of age, dis- 
ability or sex are denied the privilege of 
service with the armed forces can do their 
part by offering their services to the State 
Chief, Emergency Medical Service, Office 
of Civilian Defense. 

It may seem a far cry from Coventry to 
Charlotte. But we must remember that 
only a few months ago the Wheelers, Lind- 
berghs, and Hamilton Fishes were assuring 
us that there would be no war, and that all 
of the urgent preparation was but an eyi- 
dence of hysteria. No good purpose can be 
accomplished by blaming those who were 
misled and who misled others in the past. 
But from now on, anyone who preaches com- 
placency on the ground that it can’t happen 
here, or who minimizes the necessity for 
complete utilization of all of our military 
and civilian strength in this crisis, is guilty 
of gross criminal negligence. 

6. Finally there are those who because 
of age or disability are unable to qualify for 
military service. Upon these will rest the 
responsibility of looking after the rank and 
file of the civilian population. Until the be- 
ginning of the present emergency, North 
Carolina with a population of 3,500,000 had 
approximately 2500 doctors in active prac- 
tice, or one doctor to about 1400 people. 

If our armed forces reach ten million, and 
North Carolina contributes its quota of doc- 
tors and enlisted men, there will remain 
about one doctor to 2500 civilians. 

If efficient service is to be rendered there 
will have to be a radical readjustment of the 
present system. The colossal waste of time, 








270 NORTH CAROLINA 


tires and gas from unnecessary duplication 
must be reduced to a minimum. No longer 
should a doctor spend a considerable portion 
of his time in travelling from house to 
house, and frequently going back over the 
same route to answer belated calls. Several 
of his colleagues may be covering that same 
territory at the same time. Many patients 
treated at home could be just as efficiently 
and far more easily cared for at the office. 
Some of these patients take the attitude that 
it is more convenient for them to have the 
doctor come to their homes than for them 
to go to the doctor’s office. They know full 
well that a doctor will make that sacrifice 
rather than run the risk of their displeasure 
and loss of patronage. 

I venture to make a few suggestions: 

1. Patients should be urged to go to the 
doctor’s office whenever possible instead of 
requesting the doctor to make a home visit. 

2. The present hospital facilities should 
be reserved primarily for surgical, urologi- 
cal and similar conditions requiring operat- 
ing or special treatment rooms. 

3. Nursing homes should be established 
in some central location for the care of those 
who under normal conditions would be 
treated at their own homes. . 

4. The suburbs of cities and the rural 
sections where there are more than two or 
three doctors should be divided into districts 
and doctors allocated to those districts ac- 
cording to the number of physicians avail- 
able. 

5. A patient could select his doctor by 
going to his office or by entering a nursing 
home. If he remained at his home from 
choice or necessity, then he should be con- 
tent to have for the duration of that illness 
the doctor or one of the doctors serving that 
area. 

These are but a few of the ways by which 
the available medical service may be used 
to its fullest advantage. Any community 
could modify this arrangement according to 
its peculiar needs. 

I realize that there are many objections 
to such a plan, and that a patient will have 
to cooperate in order to get the physician of 
his choice. Possibly he may not be able to 
get the doctor he prefers, and may be forced 
to select one from a limited number. But 
what of it? Until this war is won every 
phase of our lives will be geared to conser- 
vation and sacrifice—a small price to pay 
for victory. 
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One hundred and sixty-seven years ago 
the people here in Mecklenburg County re- 
solved: “That we do hereby declare our- 
selves a free and independent people, who 
are, and ought to be, a sovereign and self- 
governing association, under the control of 
no other power than that of our God and 
the General Government of the Congress; to 
the maintenance of which independence, we 
solemnly pledge to each other, our mutual 
cooperation, our lives, our fortunes and our 
most sacred honor.” 

What could be more fitting than that we 
today, on this historic soil of Mecklenburg, 
pledge our lives, our fortunes and our most 
sacred honor to preserve that liberty more 
precious than life itself. Dark days are 
ahead. No one can predict with any reason- 
able accuracy what is in store for us. The 
medical profession of this country has a 
wonderful opportunity and a grave responsi- 
bility. We must not, and we will not fail. 





THE RESPONSIBILITIES OF THE 
CIVILIAN PHYSICIAN IN THE 
PRESENT WAR EMERGENCY 


BRIGADIER-GENERAL H. C. COBURN, JR. 
The Surgeon 


FoRT BRAGG 


I have beey asked to address you today on 
the subject ‘““The Responsibilities of the Civi- 
lian Physician in the Present War Emerg- 
ency.” I come to you with a certain degree 
of apology, because I thought that I had 
about exhausted this topic in the meetings 
of various county societies during the past 
three months. However, since certain 
changes have occurred in the requirements 
of the army for medical officers due to the 
progress of the war, I trust you may bear 
with me in bringing you up to date regard- 
ing the urgent and imperative need for med- 
ical men in the military forces and your re- 
sponsibilities in connection therewith. I hope 
you will understand that I am speaking to 
you not alone as an army Officer, but as one 
physician to others of the same profession. 
My job for most of the past forty years has 
been that of a doctor with duties and res- 
ponsibilities similar to yours. 

Fort Bragg is now one of the great pasts 
of the Army, as regards both size and impor- 
tance. I must say that after having lived all 
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over the world I have found no area so well 
suited to the purposes of military organiza- 
tion and training as the Sandhills Section of 
North Carolina. The rolling terrain, the 
sandy nature of the soil—both of which in- 
sure splendid drainage—, the broad area 
available for troop concentrations, the ade- 
quate water supply and facilities for waste 
disposal, and the wonderful climate which 
allows year round training in the open all 
conduce to making it an ideal location for 
the soldier. I consider myself fortunate in- 
deed to be in North Carolina during this 
highly important period of our country’s 
military history. 

This is a total war! It hits everybody! 
Someone has said that the bombing plane 
has made this the first democratic war in 
history. Now young men are not the only 
ones who fight and die “at the front.” Now 
there is no .“front.”” We are all in it to a 
greater or less degree. In this war civilians 
and soldiers alike are under fire". 

Every possible available agency in the 
nation must be called upon if victory is to 
be assured. The Army, the Navy, the United 
States Public Health Service, capital, labor 
and industries of every type are being or- 
ganized to meet the demands of war. Every 
man and every woman and even children 
will have to share the burden. The welfare 
of the individual will have to be subordi- 
nated to that of the nation as a whole. 

From the earliest years of our country’s 
history, physicians have been in the fore- 
front, not only in the strictly professional 
sphere, but as leaders of men, as statesmen 
and as combat officers. The formation of the 
Medical Reserve Corps prior to the first 
World War insured the early procurement 
in that conflict of a large number of medical 
officers. These men assisted in the formation 
of medical units and in the training of phy- 
sicians coming directly into the army from 
civil life. They rendered a wonderful serv- 
ice at home and abroad during the years of 
1917-19. Since that time larger numbers of 
these officers, together with newly commis- 
sioned Reserve Officers, have kept contact 
with medical military progress by corres- 
pondence courses, training camps, and re- 
current periods of active duty. When in 1941 
the President declared the presence of a 
national emergency, large numbers of Re- 
serve Officers promptly responded and have 
since that time been serving in many capa- 
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cities in many places. They helped to make 
possible the expansion of our army from 
225,000 to 1,600,000 men in accordance with 
the 1941 program. Others are serving in 
the Navy, the United States Public Health 
Service, or in coordinated civil emergency 
agencies essential to national defense and 
offense. 

You probably know that an army com- 
prises various tactical units. The Infantry 
Division as it is now organized comprises 
three regiments with additional supporting 
troops. Two or more divisions form an army 
corps. Two or more army corps constitute 
an army. There is no single military unit, 
no matter how small, which can take the 
field, or even, with propriety and _ safety, 
march or be transported any distance with- 
out the necessary medica] personnel, both 
commissioned and enlisted. The vital need 
for medical officers in any military expan- 
sion is, therefore, apparent. No army camp 
can be occupied without the essential med- 
ical facilities in personnel, buildings and 
supplies, and no division can begin to march 
against the enemy without proper medical 
support. 

3esides the medical personnel attached to 
combat units, professional units are required 
for Station Hospitals, Evacuation Hospitals, 
Surgical Hospitals and General Hospitals. 
These organizations vary in size from a 
small number of beds up to 2000 each. They 
may be in the Zone of the Interior or in the 
Theater of Operations or in the Combat 
Zone. The commissioned personnel of these 
units, except for a few individuals, is entire- 
ly medical. 

The Corps Area Service Command or Sta- 
tion Complement forms the housekeeping cle- 
partment of the army. It maintains the 
combat units in posts and training camps 
and requires a large number of medical 
personnel. 

The War Department Overhead comprises 
officers and men necessary to maintain staff 
and office organizations at all non-tactical 
headquarters, such as the War Department 
bureaus in Washington and the various 
headquarters and subdiv’sions of the central 
offices of the nine Corps Areas in the United 
States. It also includes all the named gen- 
eral hospitals. These facilities also require 
large numbers of medical officers and men. 

The mission of the Medical Department 
is “the conservation of man power or the 
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preservation of the strength of the military 
forces.” This is accomplished: 

“a. By the selection and enrollment for 
military service, through properly 
conducted physical examinations, of 
only those men physically fit for the 
duties to devolve upon them. 

b. By keeping such personnel in good 
physical condition through the appli- 
cation of modern principles of pre- 
ventive medicine. 

“ce. By furnishing those who do become 
disabled with such aid in the form of 
evacuation and hospitalization facili- 
ties as will speedily restore them to 
health and fighting efficiency.’ 

“The Medical Department keeps a con- 
stant watch on military installations to make 
certain that the soldier’s surroundings are 
as healthful as the conditions under which 
he must perform his duties will permit. It 
advises commanders as to the measures nec- 
essary to preserve health and prevent and 
control disease. It also gives advice on the 
proper clothing for soldiers, the food re- 
quired, the water supply, the location of 
camps and barracks as well as their condi- 
tion, the hours and conditions under which 
the soldiers should work, the control of di- 
sease bearing insects, and other sanitary 
measures.’”'?) 

Prior to combat the Medical Department 
must be prepared to make a fairly accurate 
estimate of the number and type of casual- 
ties to be expected and must advise unit 
commanders accordingly. Casualties vary 
with the military situation, the particular 
maneuver and the type of armament. In 
battle the proper care and disposition of the 
sick and wounded, with a view to retaining 
effectives and relieving the fighting forces 
of the non-effectives, are of primary impor- 
tance. First-aid must be administered, and 
the transportable wounded assembled by col- 
lecting companies of divisions and moved 
from aid stations to the divisional clearing 
stations and from there to various hospitals 
in the rear. Appropriate treatment is ren- 
dered at each of these installations. 

Besides the administration of military 
hospitals, dispensaries, hospital trains and 
similar establishments, the Medical Depart- 
ment is responsible for the preparation and 


ee 
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disposition of records and reports, the 
proper selection, classification and training 
of Medical Department personnel; the oper- 
ation of a veterinary service for the army, 
including the care of animals and the inspec- 
tion of meat, meat foods and dairy products; 
the procurement and storage, issue and 
maintenance of medical supplies, and the 
research and experimentation connected 
therewith; together with the preparation of 
photographic and similar records pertaining 
to sanitation, medical, surgical, and anatom- 
ical instruction and other activities of the 
Medical Department’. It is obvious that 
the performance of all these duties requires 
an enormous number of well prepared med- 
ical men. 

To comply with the minimal military pro- 
gram for 1942 (expansion of the army to 
over three million men) there will be re- 
quired 13,615 more physicians than are on 
duty at the present time. 

Most of this increase in medical personnel 
is for: (a) tactical units and Air Force; 
(b) professional units for Theaters of Op- 
erations; (c) Corps Area Servite Command 
and War Department Overhead. As the mili- 
tary situation develops further, and greater 
numbers of tactical and professional units 
are needed for various Theaters of Opera- 
tions, these requirements will have to be 
correspondingly increased. 

The shortage in medical officers is acute. 
Five thousand are needed for the army at 
once. With the exception of: (a) first year 
interns who will be placed on duty in July; 
(b) officers of upper field grades for whom 
there are no appropriate assignment vacan- 
cies at this time; and (c) a few officers 
whose active duty has hitherto been de- 
ferred, the organized reserve of medical 
officers has been exhausted. Vacancies that 
cannot be filled from the Officers Reserve 
Corps must be filled by physicians procured 
from civil life, who will receive appoint- 
ments in the Army of the United States. 
The Army of the United States is the term 
used to designate the present “National 
Army”, in which all temporary commissions 
are now made. If a sufficient number of offi- 
cers is ordered to duty it is hoped to create 
“A War Department Officer Replacement 
Pool” of men on active duty. Officers would 
be placed on duty in this pool for a period 
of training prior to definite assignment to 
meet the requirements of new units and new 
installations. At present the shortage of 
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officers is so great that the immediate crea- 
tion of such a pool is impossible. Officers 
must now be sent direct from civil life to 
their assignments. 

When the number of officers is sufficient, 

it is hoped to place them in pools as follows: 

a. Lieutenants without such classified 
professional qualifications as may 
justify their use for hospitals will be 
sent to the Medical Field Service 
School or to one of the three Medical 
Department Replacement Training 
Centers for tactical training and re- 
assignment to tactical units. Eighty 
per cent of all medical officers commis- 
sioned will be in the grade of captain 
or lieutenant. 

b. Other officers whose qualifications in- 
dicate assignment to duty other than 
with troops will be sent to General 
Hospitals for training in medical mili- 
tary administrative procedures, and 
there or elsewhere for special profes- 
sional training as necessary; these 
men will then be ready for reassign- 
ment to hospitals or similar installa- 
tions of the Zone of Interior and to 
professional units of the Theater of 
Operations. 


It is essential that physicians enter the 
Army of the United States as individuals. 
In this regard, it must be said that Selective 
Service is of considerable help. Physicians 
of draft age owe it to themselves and to 
their families to anticipate their being 
drafted by applying for commissions as 
medical officers; otherwise they may find 
themselves considerably embarrassed by be- 
ing ordered to training camps as privates 
in some inappropriate branch of the army. 
In this connection, it has been decided that 
Selective Service will not consider depend- 
ency in the case of married men who may 
enter the army with a married medical offi- 
cer’s minimum pay of $262.00 per month 
rather than with the $21.00 of a selectee. 

In the procurement of physicians, the 
Procurement and Assignment Service of the 
Office of the Defense Health and Welfare 
Service has been of inestimable value. The 
Medical Department of the army is respon- 
sible, however, for furnishing the qualified 
officers necessary to meet the requirements 
of the increesing armed forces. The army 
is making full use of the data available to 
the Procurement and Assignment Service 
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to determine a physician’s eligibility for ap- 
pointment, and his classification and evalu- 
ation. These data, age considered, will de- 
termine the grade in which a physician will 
be commissioned. The Surgeon General will 
not commission a physician unless he is 
certified as available by his State Chairman 
of Physicians for the Procurement and As- 
signment Service. 

An Officers Recruiting Board has been 
formed in each state to obtain the names of 
available candidates for commission: (a) 
from the State Chairman of Procurement 
and Assignment Service, and (b) by direct 
contact. This Board will receive the appli- 
cations of physicians, obtain the necessary 
physical examinations, and expedite the 
commissioning of candidates in the grade of 
lieutenant and captain. They will forward 
the completed papers on those qualified to 
the Office of the Surgeon General of the 
Army. For applicants concerning whom 
any doubt exists, for those who are ap- 
parently qualified in the grade above Cap- 
tain and for those in the age group from 
45 to 54, inclusive, they will also receive ap- 
plications, obtain physical examinations, and 
forward the papers to the Office of the 
Surgeon General for final decision. Major 
Tatum of my office is the authorized Presi- 
dent of the North Carolina Medical Officers 
Recruiting Board. 

Because of the urgent necessity of expand- 
ing the officer personnel of the Medical De- 
partment, the War Department will now 
approve for appointment or for extended 
active duty individuals qualified for limited 
assignments who have certain phvsical de- 
fects which would have disqualified them 
under former physical standards, but which 
will not interfere with the satisfactory per- 
formance of the duties contemplated. The 
defects must be stationary in character and 
not likely to be aggravated as a result of 
active military service. Included among the 
conditions which will not debar a physician 
from limited service are certain degrees of 
overweight and underweight,complete blind- 
ness in one eye with proper correction in 
the other, or loss of one forearm or one leg, 
provided the lost member is replaced with 
a satisfactory prosthesis. Physicians with 
other conditions previously considered dis- 
qualifying may now be accepted for full 
military service provided a_ waiver is 


granted by the War Department. 
There are now over 62,000 physicians 
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under 45 and about 27,000 between 45 and 
55 in the United States. With increasing 
military needs, a large proportion of tiese 
will be called to duty with the Army or Navy 
or in some other service under Federal con- 
trol. The care of the civilian sick, the staff- 
ing of hospitals and medical schools, and 
the maintenance of the public health must 
be the responsibility of the doctors remain- 
ing at home. These will have adjustments 
to make in the way of increased duties. They 
will probably have to delegate many of their 
responsibilities to others under their super- 
vision, such as practical nurses or midwives. 

The patient will have to come to the doc- 
tor. More patients will probably be treated 
in hospitals in order that larger numbers 
may be seen by a smaller number of physi- 
cians. Nursing and obstetrical homes will 
be established even in small villages to facil- 
itate the services of the remaining doctors. 
All these problems will have to be solved by 
those left behind. The men in the service 
will not have time to solve the medical prob- 
lems for civilians. In our own large military 
hospitals our young medical officers are now 
being constantly called from us for duty 
with troops in combat units. We are, there- 
fore, planning to use many docters with 
physical disabilities provided these do not 
interfere with the duties required. 

Medical, dental and nursing schools should 
be, and many already are turning out 
trained individuals at a more rapid rate. 
Four years is too long a time for training 
when the need for medical graduates is so 
urgent. 

Internships will be reduced to one year. 
As a matter of fact, it is possible that even 
this intern year may be omitted and com- 
pensated for by army experience. 

Doctors are to a greater extent respon- 
sible for the complete care of patients in the 
army than in civil life, and physicians 
being called to military service should 
prepare themselves accordingly. The sub- 
jects of hygiene, sanitation, tropical di- 
seases, nutrition and general preventive 
medical care are of special importance. Sol- 
diers crowded in barracks or living in tents 
surrounded by open kitchens, pit toilets, or 
straddle trenches are subject to special haz- 
ards. Each physician in civil life should 


also refresh his knowledge of shock, battle 
casualties, gas casualties and similar sub- 
jects. 


Physicians should now be planning to 
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sponsor and teach the medical aspects of 
first-aid training and home nursing care to 
the largest possible number of individuals 
in their communities. This work is now go- 
ing on in all areas but it should be amplified 
to include as large a proportion of the pop- 
ulation as possible. 

Physicians should prepare themselves for 
army life by a process of physical season- 
ing, which can be begun at home, to toughen 
themselves physically and become accus- 
tomed to hardy outdoor living. Legs, arms 
and backs must be redeveloped and strength- 
ened. An intellectual seasoning is of even 
greater importance. Spiritual preparation 
should be made for whatever sacrifice may 
lie ahead, even to death on the battlefield. 
Each of us may have to alter his previously 
conceived values of human life. Economic 
preparations should be made for prolonged 
absence from home and family. 

Organized effort should be made to see 
that the total population appreciates and 
avails itself of complete medical care, includ- 
ing health instruction and preventive as 
well as curative care. This includes dental, 
nursing and hospital care. Many minor or 
self-limited illnesses now treated by physi- 
cians will have to be handled by mothers 
and grandmothers. There will not be enough 
physicians to visit all patients with mild dis- 
orders. 

Physicians should lead in the effort to see 
that those rejected from military service be- 
cause of remediable defects are rehabili- 
tated. The correction of such defects among 
those not called to military service is equally 
important. While the problem is too big 
for county medical societies, these organi- 
zations should take the lead in working out 
the best plan for handling it. The early 
treatment of remediable defects should be 
encouraged, while qualified medical men are 
still available. 

Physicians can promote adequate local 
public health service in each county. Pre- 
ventive medicine will assume greater impor- 
tance than ever, because of the shortage of 
doctors. 


Summary 


1. The nation’s military requirement in 


man power is tremendous, and every 
physician is needed to perform some 


useful and indispensable task. 
2. Return the Procurement and Assign- 
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ment enrollment form and question- 
naire which has recently reached you. 
If you fail to receive one, write im- 
mediately to the National Roster of 
Scientific and Specialized Personnel, 
916 G Street, N. W., Washington, D. 
C., for your forms. 

Get in touch at once with Dr. Hubert 
B. Haywood, Raleigh, North Carolina, 
your State Chairman of Physicians for 
the Procurement and Assignment 
Service, stating that you want to get 
into the service. Do this regardless of 
whether you have written to the Pro- 
curement and Assignment Service or 
Surgeon General or have enrolled on 
the emergency enrollment form of last 
December. If you applied for a com- 
mission more than thirty days ago, tell 
the State Chairman you want to see 
the Recruiting Board. 

Interns should apply for commissions 
in the Army of the United States, 
Navy or Naval Reserve. 

Hospital staff members under 45, in- 
cluding interns for 12 months, assist- 
ant residents, residents, junior staff 
members, and staff members, all are 
subject to the draft. Deferment may 
be temporary if at all. If they are not 
already holding commissions, steps 
should be taken at once to obtain them. 
All physicians under 45 are liable for 
military service. If they do not hold 
commissions they are liable to induc- 
tion. They should be utilized in a pro- 
fessional capacity as medical officers. 
All doctors within the draft age should 
apply for commissions. If accepted by 
the draft they should nevertheless ap- 
ply immediately for commissions. 
Wherever possible their positions in 
civil life should be filled by: (a) those 
over 45; (b) physicians under 45, 
physically disqualified for military 
service; (c) women physicians; (d) 
instructors and research men who do 
not have an M.D. degree. Eventually 
practically all physically qualified men 
under 37 will enter the service, and as 
this group can receive little in civil life 
to prepare them for their tasks with 
combat units, they should enter with- 
out prolonged specialty training. The 
sooner they learn their job in the 
Army the greater wil] be their value 
to the cause of their country. 
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7. All physicians over 45 should enroll. 
Those available for assignment to mili- 
tary, governmental, industrial or civil 
agencies may be asked by the Procure- 
ment and Assignment Service to serve 
these agencies. The maximal age for 
original appointment in the Army or 
the United States is 55; in the Naval 
Reserve it is 50. 


Conclusion 


We are engaged in a death struggle with 
a strong, well prepared, well trained and un- 
principled enemy. He has great man power 
and plenty of highly modern and advanced 
equipment, and is making more all the time. 

The need for medical officers is urgent. 
This means the immediate enrollment of 
every physician capable of serving his coun- 
try. Business as usual is OUT! 

America expects every physician to do his 
duty ! 





MEDICAL PREPAREDNESS IN 
NATIONAL DEFENSE 


MAJorR J. W. Roy Norton, M. C. 
FORT BRAGG 


The title of this informal discussion is mis- 
leading. I only intend to discuss some of the 
things that would be of interest to you men 
who might be called into service—some of 
the problems that might come up, some of 
the jobs that you might be assigned in 
modern military medical work. I will refer 
particularly to what we are trying to do at 
Fort Bragg. 

The Fort Bragg reservation contains 
about 122,000 acres. It is approximately 
twenty-five miles east to west, and averages 
about eight or nine miles north to south. 
From a public health standpoint it is impor- 
tant that Fort Bragg largely controls its 
own watershed. The water supply comes 
from Lower Little River, and the water is 
of unusually good quality, because most of 
it is spring water coming from the sand hill 
springs. We are also fortunate in having 
just across the river from us the Rockefeller 
estate of 60,000 acres, with practically no 
inhabitants on it. That helps keep our water- 
shed clean. There are a couple of impounded 
areas upstream from us also, which improve 


Read before the Section on’ Public Health and Education, 


Medical Society of the State of North Carolina, Pinehurst, 
May 20, 1941, 
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the quality of the water by allowing contami- 
nating matter in it to settle out or be acted 
upon by the sun. 

In the sand hill area the water does not 
stand. It filters out rapidly. Fort Bragg is 
the biggest artillery camp in the world, and 
from the daily artillery firing many shel) 
holes are dug. Yet water does not stand in 
them and the mosquito problem is not as bad 
as it might be otherwise. 

We tend to think of the army as being tied 
up by red tape and thereby sometimes un- 
able to function efficiently, but several inci- 
dents at Fort Bragg have shown it to be 
otherwise. 

In trying to enlarge our water supply 
from a capacity of two and a half million 
gallons to around seven million a day, we 
needed a million gallon water tank. We 
eouldn’t get the steel promised in less than 
two hundred days; so the tank was built 
of concrete. It was finished before the time 
the steel was promised, 

When we got ready to move into the new 
hospital around the middle of the winter, 
the boiler was not ready, and there was no 
heat available. We moved five locomo- 
tives down there, hooked up the steam pipes 
of the locomotives to the steam pipes of the 
hospital, and moved seven hundred patients 
into the hospital. Their rooms were well 
heated. That is another illustration of how 
the army solves technical difficulties. 

The building program of over $30,000,000 
has been carried on very efficiently. The 
materials are stored in various convenient 
places around the area that is being built up, 
and are hauled out at night. Then the ma- 
terial is on the grounds the next .day when 
the workmen come on the job. 

To the old 100 bed brick hospital have 
been added a 1000 bed hospital in addition 
to the 1680 bed hospital, which can be rapid- 
ly expanded to 2,000 beds. One of the chap- 
lains decided to find out how long it would 
take him to walk through all the corridors in 
this new hospital. He said it took him fifty- 
six minutes just to walk through them. 

The barracks for the men are centrally 
heated. They are all subfloored and insu- 
lated. Some of you will recall that they are 
much superior to those we had in the last 
war. 

You can readily understand that there 
have been many health problems that have 
arisen from expanding a regular post of 3,- 
000 men up to 52,000. At one time we had 
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35,000 civilian workers, but we are down to 
10,000 now. Consider just the simple mat- 
ters of the water supply, of getting rid of 
the garbage, and of taking care of the com- 
municable diseases. 

The medical organization is headed hy the 
chief medical officer of the post, Brigadier 
General Coburn. Under him there are medi- 
cal corps, sanitary corps, dental, veterinary, 
medical administrative and nurse corps offi- 
cers as well as medical detachment enlisted 
men and civilian workers, Insofar as pos- 
sible the doctors are placed in work for 
which they have had most training, but it 
takes a few weeks or months to convert most 
practicing physicians into medical officers. 
The medical inspector, with his staff of six 
officers and with the enlisted and civilian 
assistants, corresponds to the public health 
department. The various regiments have 
their own medical officers and their own dis- 
pensaries, twenty-nine in all. 

Hospital No. 1, with 112 beds, has 12 
medical officers, 12 nurses, and 59 enlisted 
men. Hospital No. 2, with 1174 beds, has 
85 medica) officers, 188 nurses, and 730 en- 
listed men. Hospital No. 8 has 61 medical 
officers, 120 nurses, and 468 enlisted men. 
That makes a total of 158 medica) officers 
and 320 nurses for the post. We are expect- 
ing around sixty to seventy thousand men. 

We have right now around 1800 or 1900 
patients in the hospital. We no longer assign 
men to quarters or assign them to light duty. 
They are either well and able to do complete 
duty, or they are in the hospital. The reason 
for this is that it breaks the morale to have 
some men doing nothing and some doing 
half work, when others know that some of 
these are just as well able to do work as they 
are. We get patients out of the hospital as 
rapidly as possible. 

The headquarters section has general 
supervision over all the others, with the ex- 
ception of medical supply and the medical 
inspector. Dental clinics are set up in vari- 
ous dispensaries and in two large dental 
buildings around the post. At the induction 
board the new men are examined by the 
various specialists. The examination in- 
cludes urinalysis and an x-ray examination 
of the chest. Most of them have already had 
Wassermann tests done. 

After the men have passed through the 
induction board they spend about three days 
in the Reception Center for classification, 
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to receive clothing, and for initia) army in- 
struction. 


If you are in the hospital, you might be 


carrying out any of the specialties, or you 


might be assigned to what is known as non- 
medical administrative work. Many different 
types of work have to be done by medical 


men. 
I hope I have given you a genera) picture 


of some of the problems at a post such as 
Fort Bragg. 


Abstract of Discussion 


Dr. Carl V. Reynolds (State Health Officer): Fort 
Bragg has shown us what organization really is 
and the far-reaching effect it can have on the per- 
sonnel of the camp. 

The malarial control program within that bounda- 
ry is a gigantic problem that confronts the State 
Health Department as well as the Army. 

Thirty million dollars is being expended within 
the boundary, but thirty million dollars expended 
within that boundary brings about a great many 
technical difficulties without the boundary. They 
are doing a wonderful job of taking care of the 
soldiers, with 158 doctors to 52,000 population. 

Soldiers are under discipline from reveille to taps. 
When those soldiers get out from under control, 
they are going where they can find a place of en- 
tertainment or recreation. The people without and 
possibly within the boundary should prepare some 
places of amusement and recreation for the soldiers. 
Those boys are human beings; they want affection 
and attention and different food. We should see 
to it that they get them. Otherwise they are go- 
ing to buy them, and where are they found? In 
houses of prostitution and in the pool rooms and 
the dives. Constantly we are carrying disease from 
the civilian population into the army, and then from 
the army back into the civilian population. 

Fort Bragg is ideal compared to Holly Ridge and 
other communities where there was an increase 
from 28 people to 30,000 within a week or two, 
with no water supply or sewage system or even a 
place to sleep or eat. That is cruel. We should 
all put our efforts toward getting bills passed in 
Congress so that we can have money available to 
go forward before we have the catastrophe. 

Col. Schwartz: As far as Fort Bragg is con- 
cerned, Dr. Norton has covered the problems ad- 
mirably. Fort Bragg is supposed to be from the 
military standpoint probably the most difficult ad- 
ministrative problem in the medical way, not only 
because of its size, but because of three hospitals. 
That is one bad feature of the post. We are al- 
lowed so many medical officers, and with three 
different hospitals, there must be three different 
administrations. Each hospital has its own labor- 
atory, its own surgical service, its own physio- 
therapy department, and so on, so that the medical 
personnel available for the specialized jobs is spread 
rather thin. The old hundred bed hospital is right 
in the middle of the post, and could not be expanded. 
Therefore, hospital areas had to be found some- 
where in the center of the post, and there was no 
area available for a single large hospital. For that 
reason they had to select two areas and put up 
two hospitals. 

I think we should all be proud of the medical 
corps at Fort Bragg, and to Dr. Norton should go 
a great deal of credit, 
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Dr. Ross in his talk yesterday said that the health 
of the military population reflects the health of the 
civil population, and that that could be reversed. 
It is fortunate that Fort Bragg is in an area where 
we have the cooperation of the local health officer, 
Dr. Foster. The army must depend upon health 
departments and health agencies in the surround- 
ing territories. You can’t contro) malaria if you 
stop at the edge of the reservation, and you can’t 
control venereal disease within the reservation at 
all. The recreational areas have to be under civil) 
authorities, and we depend upon outside agencies 
for the health of our own post. 

Lieutenant Plummer: My angle is the venereal 
disease work, We have been able to reduce the 
relative rate of venereal diseases about 50 per cent 
within the last two or three months. About four 
months ago we had around 150 cases of gonorrhea, 
with 20,000 troops, and now with 50,000 to 55,000 
troops, we have about the same number. We at- 
tribute that, of course, primarily to prophylaxis. 
With 20,000 troops, we were running about 100 to 
800 prophylaxes a month, while with 55,000 troops, 
it is running about 3,500. 

Dr. Norton: I wish to thank those who have taken 
part in the discussion. You might be interested in 
some of the causes for rejection at the induction 
station. The Jeading causes for which the men are 
turned back are flat feet and other deformities, 
tuberculosis and other chest troubles. In the last 
two months we have had five diabetics turned down. 
In one case the patient had taken insulin just be- 
fore he turned in his specimen. Of course, he turned 
in a satisfactory specimen and got by. A lot of 
them pull all kinds of tricks to get in, and a large 
number, I am afraid, pull all kinds of tricks to get 
out. 

On the whole the communicable disease situation 
has been very favorable. I attribute that partly, 
of course, to good fortune. The influenza epidemic 
was not as bad as it might have been. We have 
had 335 cases of mumps, 214 of measles, 1,080 of 
German measles, 10 cases of scarlet fever, 15 cases 
of chicken pox, 2 cases of cerebrospinal meningitis. 
Our venereal disease rates under Lieutenant Plum- 
mer have been the best in the Fourth Corps area. 
The Fourth Corps area with its large Negro popu- 
lation is the worst in the country. We have had 
unusually good cooperation from Dr. Foster, the 
county health officer, and from the State Board of 
Health. 

The State Board of Health has helped us on our 
housing situation and on our malaria] contro) prob- 
lem. They have consulted with us on our venereal 
and communicable disease problems. 





Tuberculosis in Your Community. One physician 
lives and works in a tuberculosis saturated com- 
munity, another in a community with a low inci- 
dence. One has a heavy practice among groups 
afflicted with high tuberculosis rates, another does 
not. One sees many patients from low economic 
brackets, another from the higher income brackets. 
One has patients coming to him from industries 
with more than a normal incidence of the disease, 
another sees only a few of them. How many physi- 
cians have informed themselves of the tuberculosis 
rate of their community? How many have analyzed 
the social and economic make-up of their own prac- 
tice? How many, having done so, have considered 
their opportunitv and obligation for watching for 
the particular tuberculosis hazards of their patient 
load? A. A. Pleyte, M.D. and Harold Holand. 
Journal-Lancet, Apr. 1942, 








THE TREATMENT OF ENDOCRINE 
STERILITY IN WOMEN 


Ek. C. HAMBLEN, M. D. 
DURHAM 


Endocrine sterility in woman results from 
inadequate ovarian function. The causes of 
ovarian failure are diverse in nature, and 
the degree of functional impairment varies. 
Rational therapy is possible only when it is 
based upon a secure diagnostic segregation 
of etiologic factors. Organotherapy does 
not constitute the only method of treatment 
of ovarian failure. 

Clinical Classification of Ovarian Failure 


For clinical purposes four general types 
and degrees of ovarian failure may be recog- 
nized: 

(1) Failure characterized by the dis- 
charge of ova incapable of fertilization or 
of normal embryonal development (“blighted 
ova’). No impairment of the endocrine 
function of the ovaries necessarily occurs in 
these cases. 

(2) Failure characterized by inadequate 
corjius luteum function. Ovulation and dis- 
charge of the ovum in these cases are fol- 
lowed by the secretion of amounts of pro- 
gestin by the corpus luteum inadequate for 
satisfactory prenidatory preparations of the 
endometrium. The secretion of progestin 
may be of normal duration but deficient in 
amount or it may be of too short duration 
—that is, short corpus luteum phase. This 
type of failure does not interfere necessarily 
with the fertilization of the ovum, but it 
may render implantation difficult or result 
in early abortion. 

(3) Failure characterized by the non- 
occurrence of ovulation and the absence of 
the corpus luteum phase. While the estro- 
genic functions of the ovaries may not be 
impaired and no alterations may occur in 
the rhythm and amount of uterine bleeding, 
follicular maturation may fail to terminate 
in ovulation, the ovum remaining im- 
prisoned in the follicle, which eventually 
undergoes cystic and atretic degeneration. 
Since no ovulation occurs, no _ post-ovula- 
tional corpus luteum forms and the proges- 
tational phenomena of the cycle are missing. 


From the Endocrine Division, Department of Obstetrics and 
Gynecology, Duke University School of Medicine and Duke 
Hospital. 

Submitted for publication April 1, 1942, 
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Uterine bleeding occurs from estrogenic (in- 
terval) endometria rather than from proges- 
tational ones. 

(4) Estrogenic failure. This is the most 
severe grade of ovarian failure. There is 
inadequate follicular activity to secrete suffi- 
cient estrogens for sexual development and 
maturation (if failure is primary) or for 
maintenance of functional adequacy of the 
genital organs (if failure is secondary). 
Genital hypoplasias and amenorrhea or in- 
frequent episodes of bleeding characterize 
this failure. Estrogenic phenomena are de- 
creased in degree; ovulation does not occur; 
progestational alterations are absent. 


Etiologic Classification of Ovarian Failure 


Impairment of ovarian function may be 
produced by conditions intrinsically non- 
endocrine in nature which have indirect 
effects upon glandular functions, and by 
primary endocrine diseases or functional 
aberrations. 

I. Causes intrinsically non-endocrine in 
nature: Representative of this group are 
conditions which impair constitutional effi- 
ciency, such as acute and chronic illnesses; 
disturbances in the hematopoietic system re- 
sulting in anemia; chronic intoxication and 
poisoning; inanition and vitamin deficien- 
cies; obesity due to relative food excess; 
emotional and psychic crises; and changes 
in altitude and climate. The ovarian im- 
pairment sequential to these causes may be 
due to subsequent alterations which occur 
in gonad-activating (gonadotropic) func- 
tions of the pituitary, or to direct effects on 
the function and metabolism of the ovaries. 

II. Causes primarily endocrine in nature: 

(1) Intrinsic ovarian failure: Factors 
which may render the ovaries incapable of 
yielding normal responses to pituitary in- 
fluences are: (a) developmental inadequacy, 
(b) incomplete puerperal recovery, (c) local 
pelvic disease, (d) premature senescence, 
(e) physiologic immaturity or senility, 
(f) damage from roentgen-ray or radium, 
or (g) removal by surgery. 

(2) Ovarian failure due to hypofunction 
of the pituitary: In these cases the pituitary 
secretes indequate gonadotropins (gonadal- 
activators) for the induction of normal 
ovarian responses. The deficiency of pitui- 
tary function may be due to damage by tu- 
mors or cysts, invasions, intrinsic inade- 
quacy or untoward peripheral factors (non- 
endocrine causes), 
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(3) Ovarian failure due to pituitary 
alterations, induced by disturbances in other 
glands (thyroid or adrenal): Diseases of the 
thyroid (hypothyroidism and hyperthyroid- 
ism) and of the adrenal (Addison’s disease 
and adrenogenitalism), may alter the gonad- 
otropic function of the pituitary, in addition 
to their other effects on ovarian function. 

(4) Ovarian failure due to diabetes 
mellitus: The ovarian failure of diabetes 
mellitus may occur in two ways: from the 
pituitary depressing effects of the disturbed 
metabolism and the cachexia precipitated by 
the disease; and from the local effects of 
arteriosclerosis upon ovarian blood supply 
in cases of long standing. 

(5) Ovarian failure due to alterations in 
metabolism sequential to diseases of the 
thyroid or adrenals. The disturbed oxygen 
metabolism of thyroid disease or the altered 
water and electrolyte metabolism of hypo- 
cortical adrenal disease may alter the local 
metabolism of the ovaries, thereby impair- 
ing function. 

(6) Ovarian failure due to gametopathic 
factors: The endocrine disturbances listed 
above, intrinsic germinal inadequacy, or the 
local germinal effects of constitutional im- 
pairment may result in the discharge of ova 
incapable of fertilization or of normal em- 
bryonal development. 

(7) Ovarian failure due to endometrio- 
pathic factors: The endometrium, an im- 
portant link in the ovario-pituitary system, 
may fail to assure normal metabolism and 
utilization of the sex steroids, because of 
functional failure or damage by disease, 
surgery or radium. The ovarian failure 
under these circumstances may be apparent, 
the result of inefficient utilization of the 
hormones, or real, the result of the pituitary 
altering effects of retained products of in- 
complete hormone metabolism. 

Any of these etiological factors just de- 
scribed may produce varying modifications 
in ovarian functions, resulting in any of the 
four different types and degrees of ovarian 
failure. 


Relative Incidental Importance of Etiologic 
Factors 


A consideration of the relative incidence 
of the various etiologic factors is advisable, 
in order to obtain a satisfactory perspective 
for discussion of therapeutic measures. 
The majority of women who seek medical 
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counsel and aid because of inability to be- 
come pregnant have no serious endocrine 
disease and exhibit no striking endocrine 


signs. The usual causes of ovarian sterility 
are: 
(1) Errors of general metabolism and 


nutrition, resulting from inadequate or ex- 
cessive food intake, from errors of food ab- 
sorption and metabolism, and from cachexia 
caused by chronic intoxications, and acute 
or chronic illnesses. 


(2) Hypothyroidism. 

(3) Intrinsic ovarian failure. 

(4) Endometriopathic factors. 

(5) Functional disturbances in the pit- 
uitary. 


Diagnosis 


The diagnosis of the various degrees of 
ovarian failure is relatively easy, as a rule. 
We have, however, no means of determining 
the health or disease of the ovum; the diag- 
nosis that the ova are incapable of fertiliza- 
tion or of normal embryologic development 
must be a presumptive one, suggested by 
the history and by negative diagnostic data 
in women none the less sterile. 

Inadequate corpus luteum function is in- 
dicated by the occurrence of incomplete or 
irregular progestational proliferation of the 
endometrium at the onset of bleeding (as 
judged from microscopic studies of biopsies 
taken within twelve to eighteen hours after 
the beginning of bleeding and by marked 
irregularities in the duration and amount of 
pregnandiol excreted in the urine. (Preg- 
nandiol is a metabolic product of progestin.) 

Failure of ovulation and of subsequent 
corpus luteum activity is suggested when 
repeated biopsies of the endometrium taken 
at the onsets of successive episodes of bleed- 
ing reveal an estrogenic (interval) status 
rather than a progestational one. 

Estrogenic failure of significant degree is 
recognized by the hypoplasias or regressions 
present in the various components of the 
sexual system. Endometrial and vaginal 
biopsies yield complementary data. 

Diagnostic segregation of the etiologic fac- 
tors in ovarian failure may be possible after 
a painstaking history and careful medical, 
gynecologic and endocrine surveys. Often, 
however, in cases of pituitary inadequacy, 
intrinsic ovarian failure and endometrio- 
pathic disturbances the differential diag- 
noses are possible only after properly con- 
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trolled therapeutic trials of certain endo- 
crine regimes. 
Treatment 


The therapeutic handling of the non-endo- 
crine cases of ovarian failure is conditioned 
by the nature of the individual etiologic 
factor. Correction of the exciting cause 
under these circumstances usually is fol- 
lowed by satisfactory re-adjustments in en- 
docrine functions. Such common and ordi- 
nary measures as increase or reduction in 
weight, liberal quantities of iron in anemia, 
and removal of foci of infection may be fol- 
lowed by significant enhancement of ovarian 
function. 

The treatment of intrinsic ovarian failure 
in most eases is unsuccessful in overcoming 
sterility. No matter how effective substitu- 
tional ovarian therapy may be in correcting 
the endocrine failure of the ovaries, it is 
obviously incapable of affording substitution 
for the germinal failure. Only when the 
tvpe of failure is self-limited in nature, as 
in immaturity of the ovaries or delayed 
puerperal recovery, or when it is due to 
local pelvic factors such as infection and 
congestion can recovery of full function be 
anticipated from appropriate therapeutic 
measures. The serious import of this type 
of failure should emphasize the wisdom of 
prophylaxis and conservative gynecologic 
procedures; the prevention and conservative 
treatment of pelvic infections and the avoid- 
ance of surgical and roentgenologic damage 
to the ovaries will eliminate many cases of 
this type. When this type of failure exists, 
attempts to stimulate ovaries with various 
gonadotropic extracts fail, owing to the 
existence of the same refractoriness which 
prevents these ovaries from responding to 
the influences of the patient’s own pituitary. 

When ovarian failure is due to primary 
disturbances in the gonadotropic functions 
of the pituitary gland, the use of gonado- 
tropic substances constitutes rational and 
often effective therapy. Our regime for 
gonadotropic therapy is summarized as fol- 
lows: 

Since this therapy embraces the cyclic 
employment of equine" and chorionic® go- 
nadotropins in the order named, we have 
called it one-two cyclic gonadotropic ther- 


1. Representative commercial preparations of equine go- 
nadotropin are: anteron (Schering Corp.); gonadin 
(Cutter Laboratories); gonadogen (Upjohn). 

2. Representative commercial preparations of chorionic go- 


nadotropin are: APL (Ayerst, McKenna & Harrison); 


antuitrin-S (Parke-Davis & Co.) and follutein (Squibb). 
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apy. Preliminary skin testing for possible 
allergy is done before equine gonadotropin 
is used. Equine gonadotropin in daily intra- 
muscular doses of 400 to 800 international 
units is given for ten days, therapy begin- 
ning at the end of bleeding. During this 
part of therapy several bimanual exami- 
nations should be done to be sure that no 
untoward cystic changes occur in the 
ovaries. Immediately following the equine 
gonadotropic therapy, chorionic gonadotro- 
pin in daily intramuscular doses of 500 to 
1000 international units is given for the 
next ten days. Therapy is discontinued 
when bleeding begins. 

An endometrial biopsy is done at the on- 
set of bleeding. If a progestational response 
is encountered, the assumption is warranted 
that a normal ovarian reponse was induced 
by therapy. (If ovaries are receptive, a 
positive response usually occurs from the 
first series of therapy.) When a positive 
response has been obtained, no further ther- 
apy is given until the endometrial response 
at the next episode of bleeding (preceded by 
a cycle of no therapy) is sampled. If a pro- 
gestational response is obtained at this time, 
it is assumed that the ovaries have resumed 
normal spontaneous cycles. 

Patients who yield positive responses dur- 
ing therapy, but not after discontinuation 
of therapy are given from time to time a 
series of injections, followed by one or two 
months of no treatment, and attempts are 
made to secure a pregnancy. In pregnancies 
secured by this formof therapy abortions are 
apt to occur as a result of intercurrent ova- 
rian failure. Patients under these condi- 
tions should be treated as though they had 
had previous repeated abortions; ovarian 
substitutional therapy with estrogens and 
progesterone should be given during the 
pregnancy. 

Patients who do not respond to the first 
series of cyclic gonadotropic therapy are 
given another similar series. If they do not 
respond to this, it is assumed that no pitui- 
tary deficiency exists as the cause of their 
ovarian failure. 

When ovarian failure results from pitui- 
tary disturbances secondary to disturbances 
in the thyroid or adrenals, the nature of 
these primary disturbances indicates the 
course and conditions the effectiveness of 
therapy. Medical, surgical or roentgeno- 
logic treatment in cases of hyperthyroidism 
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and ample administration of potent thyroid 
substance in cases of hypothyroidism are 
followed usually by a return of satisfactory 
ovarian function. In the treatment of en- 
docrine sterility, one should not rely too 
much on the results of basal metabolism 
studies. Minor grades of hypometabolism, 
which are characterized by no classical signs 
of myxedema, may result in significant im- 
pairment of ovarian function. It is a wise 
procedure to give all sterile women in whom 
no absolute cause for sterility has been 
found a full therapeutic trial of thyroid sub- 
stance, even though their basal metatolic 
rates are not low. Some patients in whom 
there is no indication of impairment of the 
endocrine functions of the ovaries become 
pregnant when thyroid substance is admin- 
istered; such occurrences suggest the likeli- 
hood that this therapy results in the forma- 
tion of healthier ova. 

Adequate treatment of hypocortical adre- 
nal syndromes (Addison’s disease) with 
potent cortical extracts or desoxycorticos- 
terone acetate, and the effective surgical 
handling of selected cases of adrenogenital- 
ism may permit a return of normal ovarian 
function. 

When ovarian failure is due to gameto- 
pathic factors, the nature of these factors 
indicates the appropriate therapy and con- 
ditions the response. 

When ovarian failure is due to endome- 
triopathic factors, the success of therapy 
depends on the nature and degree of endo- 
metrial involvement. When the endometri- 
um has been damaged extensively by disease 
or irradiation, no effective therapy exists. 
When endometrial inadequacy is due to 
functional alterations, curettage may be 
beneficial in some cases. We have found the 
use of cyclic estrogen-progesterone therapy 
to be successful frequently in overcoming 
endometrial inadequacy and in effecting a 
return of normal ovarian function. 

The details of cyclic estrogen-progester- 
one therapy are as follows: Several initial 
series of the following order are given: Es- 
tradiol benzoate), 0.8 mg. (2000 rat units), 
is given intramuscularly every other day 
for ten days, beginning immediately at the 
conclusion of bleeding; estradiol ben- 
zoate, 0.38 mg. (2000 rat units) and proges- 


3. Representative commercial preparations of estradiol ben- 
zoate include: 
ovocylin (Ciba). 


progynon-B (Schering Corp.) and_ ben- 
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terone™, 5 mg., are given every other day 
for ten days, directly following the ante- 
cedent estrogenic therapy. Treatment is 
discontinued when bleeding begins and is 


resumed when bleeding ceases. After sev- 
eral such series have been given, additional 
cyclic therapy of the following order is 
given: Estradiol benzoate, 0.3 mg. (2000 
rat units), and progesterone, 5 mg., are 
given intramuscularly every other day for 
ten days, beginning ten days after the cessa- 
tion of bleeding. Treatment is discon- 
tinued when bleeding occurs. These series 
are continued until the endometrium, 
sampled by biopsies, shows a good proges- 
tational response at the onset of an episode 
of bleeding. All treatment is then discon- 
tinued and the endometrial response of the 
patient at the next episode of bleeding is 
sampled; if this, in the absence of any im- 
mediate antecedent therapy, shows a pro- 
gestational response, it is assumed that ther- 
apeutic salvage of ovarian function has been 
secured. 


Summary 


Endocrine sterility has been defined as 
being due to primary or secondary disturb- 
ances in ovarian function. Classifications 
of degrees of ovarian failure and of etiologic 
factors producing ovarian failure have been 
given. The more common causes of endo- 
crine sterility have been listed and some 
clinical aids in the diagnosis of these have 
been outlined. Various therapeutic measures 
have been discussed and schedules employ- 
ing gonadotropins and estrogens and pro- 
gesterone have been described in detail. The 
conclusion is drawn that by judiciously ap- 
plied therapy many women with endocrine 
sterility may be given the reproductive 
function. 


4. Representative commercial preparations of progesterone 
include: proluton (Schering Corp.); progestin (Lilly), 
and lutocylin (Ciba). 





The Parenteral Use of Iron.—The parenteral use 
of iron should be mentioned merely to discourage it. 
Heath has stated that injected iron may be very 
toxic in doses approaching therapeutic value. The 
parenteral administration of 25 milligrams which, 
if entirely utilized, will elevate the hemoglobin level 
only about one per cent, may cause severe local 
reactions, as well as nausea and vomiting. If neces- 
sary to employ this method, a ten per cent solution 
of ferric ammonium citrate may be injected intra- 
muscularly in doses not exceeding one cubic centi- 
meter.—Philip F. Eckman, M.D.: Indications for 
Use of Iron in Treatment of the Anemias, Minneso- 


ta Medicine, 23:715 (October) 1940. 





A FEW REMARKS ON 
THE TREATMENT OF FRACTURES 


A. R. SHANDS, JR., M. D. 
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Nemours Foundation 


WILMINGTON, DELAWARE 


With our entry into a second World War 
which has already eclipsed World War I in 
violence, it is most appropriate to discuss 
the subject of fractures, which forms sucha 
large part of military medicine. The tempo 
of war has increased, and there has been 
a corresponding increase in casualties. The 
incidence of fractures is from 75 to 80 per 
cent of the casualties. It is unlikely that 
civilian casualties in this country will equal 
those in England; however, they may be 
high in some sections. Every doctor should 
now be prepared with the best and latest 
available information on the care of the 
wounded, and especially on the treatment of 
fractures. 

Before presenting some thoughts on the 
improved technique of fracture care, I 
should like to review a few basic principles. 

As the result of the trauma causing the 
broken bone, there is first hemorrhage and 
then destruction of soft and bony tissues. 
Within a few hours there is an accumulation 
of serum and fibrin in the tissues which 
interferes with the normal circulation of 
both capillaries and lymphatics. There is 
also a lowering of the pH, so that the tissues 
in this area become acid. This acidity 
causes a progressive decalcification of the 
ends of the bone fragments. The hemorrh- 
age and fibrinous exudate surround and con- 
nect the bone ends, and fibroblasts soon ap- 
pear. With the formation of new capillaries, 
the circulation is reestablished. The engorge- 
ment and stagnation disappear. The des- 
troyed tissue and cells are carried away and 
the pH increases. As this occurs, the phos- 
phatase becomes active, causing a deposition 
of unprecipitated calcium which during this 
time has accumulated in the tissue network. 
This is the first evidence of callus formation. 
If by chance the embryonic connective tissue 
cells and fibrin network become differenti- 
ated into adult connective tissue before 
phosphatase activity starts, no deposition 


resented as one of a series of lectures in the Post- 
Graduate Course in Medicine sponsored by the Extension 
Division of the University of North Carolina, Kinston, March 
4, 1942. 
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of calcium takes place, and a fibrous union 
results. The calcium deposits may make 
their appearance in the form of a lace- 
like mesh as early as seventy-two hours 
after the injury, but are seldom grossly 
perceptible in the surrounding tissue be- 
fore ten days. The callus of a diaphyseal 
fracture with a normal healing process be- 
comes clinically firm and then compact at 
approximately the twenty-fourth to the thir- 
tieth day. The bony union, however, is not 
firm until eight to twelve weeks, and the 
normal architecture of the bone is not re- 
stored before nine to twelve months. 

Thus it can be seen that new bone forma- 
tion associated with fracture repair is a deli- 
cate biological and biochemical process and 
one which follows an orderly pattern and 
sequence. If this pattern is altered or dis- 
turbed with too frequent manipulation, a 
delayed union or non-union may result. It 
is most important to have a definite plan for 
treating the fracture and to follow it 
through to the best of your ability. As a 
rule, the treatment of any fracture should 
be constantly and entirely under the guid- 
ance of one man. Too often divided respon- 
sibility leads to a poor result. Promptness 
in treatment (an acute fracture is an emer- 
gency), gentleness in handling and thorough- 
ness in carrying out the details are all nec- 
essary for a successful result. 

Experience over a long period indicates 
that the simpler methods produce the best 
results in the greatest number of patients. 
If you have obtained good functional results 
by using one method, do not discard it be- 
cause you want to try something new. It is 
always wise to remember that the method of 
treatment should be adapted to the circum- 
stances and equipment at hand. Your best 
equipment, however, is not physical but men- 
tal—namely, a thorough understanding of 
the principles of treatment. This requires a 
knowledge of (1) the technique of reduc- 
tion, (2) the uses of traction, (3) the most 
efficient types of immobilization and (4) the 
proper time for motion and weight bearing. 

It should be remembered that the treat- 
ment of a fracture is only one part of the 
treatment of the patient as a whole, and that 
the goal of all fracture therapy is the preser- 
vation of life, limb, function and contour, in 
the order named"). 

Plaster is still the best splinting material 


1. Eliasson, E. L.: General Considerations in Fracture Treat- 
ment, S. Clin. North America, 20:1597-1611 (Dec.) 1940. 
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available for support and immobilization. 
Every physician should be familiar with its 
uses, but also should know its limitations. 
Most of the “store” splints advertised so ex- 
tensively are dangerous in the hands of the 
average physician treating a complicated 
fracture. Intricate charts and directions for 
the use of these splints give a false sense of 
security to the doctor. There is a rude 
awakening when a bad deformity results 
following their use. Griswold” has truth- 
fully said, “It’s the doctor behind the splint 
and not the splint that counts.” 

Every doctor should recognize his limita- 
tions. If in doubt about his ability to treat 
a fracture, he should seek assistance or con- 
sultation early and refer the case at once to 
a more experienced colleague®’. P. D. Wilson 
has made a statement in this connection 
which deserves reflection: ‘“‘Bad results have 
the unpleasant habit of coming home to 
roost conspicuously upon the doorstep of 
him who has been responsible for the treat- 
ment, and in the layman’s eyes, anything 
short of complete functional recovery rep- 
resents permanent crippling.” 

Unfortunately, with the more general use 
of the x-ray, and the importance attached 
to the appearance of the roentgenograms, 
the physician may make the mistake of 
allowing these to become the sole guide to 
treatment. The roentgenogram showing poor 
anatomic position is often examined by the 
claim agents and insurance adjusters, and 
frequently taken into court and presented as 
evidence against the doctor without con- 
sideration of the many other factors in the 
patient’s physical condition which the doctor 
had to consider before deciding upon the best 
form of treatment. Because juries award 
damages when they observe a gross deform- 
ity in the plaintiff, and see a poor anatomic 
result in the roentgenogram, the average 
physician becomes panicky when the x-ray 
film does not show the fragments in perfect 
position after reduction. 

I firmly believe in explaining in great de- 
tail to the patient and his family in the 
presence of a witness exactly what the pos- 
sibilities are, both favorable and unfavor- 
able, in the care and outcome of a bad frac- 
ture. It is always wise to suggest a consul- 
tation, and best to have a written record on 


2. Griswold, R. A.: The Principles of the Treatment of 
Fractures, Kentucky M. J. 387:427-433 (Oct) 1939. 

38. Owen, H. R.: What are the Duties and Responsibilities 
of the General Practitioner in the Treatment of Frac- 
tures? Texas State J. Med. 85:668-672 (Feb.) 1940. 
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the patient’s history of what the patient and 
his family have been told. This is your best 
protection against the demands of an un- 
scrupulous lawyer and best defense in a mal- 
practice suit. If a poor result does occur, 
this previous explanation should soften the 
patient’s bitterness toward the attending 
physician. 

There have been many advances in frac- 
ture therapy in recent years. Some of the 
new techniques may still be on the unortho- 
dox list. It takes time—at least one decade, 
it has been said—for a new method of treat- 
ment to become orthodox and be generally 
accepted by the medical profession. 

The following are some of the more sig- 
nificant recent developments in the methods 
of fracture care: 


Compound Fractures 


Certainly one of the great miracles of 
medicine during the last decade is the 
astounding effect of the sulfonamide drugs 
upon infection. Pneumonia and septicemia 
are no longer to be feared. The incidence 
of acute osteomyelitis is definitely less and 
there is an appreciable decrease in the num- 
ber of bad results of compound fractures. 
The statistics given on the casualties in the 
Pearl Harbor disaster are almost unbeliev- 
able. Perrin H. Long’) reported that he and 
I.S. Ravdin examined approximately 250 
casualties with open wounds, including 100 
to 150 compound fractures, in Hawaii one 
week after this disaster. All open wounds 
had been treated by a debridement and 
direct application of sulfanilamide crystals. 
In addition, the patients had been given 60 
grains of sulfathiazole by mouth each day. 
In this group there were head, chest and 
abdominal injuries as well as compound 
fractures. Seven weeks later these same 
patients were examined in California and 
there were no cases of osteomyelitis or other 
serious infections. Moorhead’, comment- 
ing on all the casualties, states: “Purulent 
exudate was practically absent . . . The re- 
sults were better than I had ever seen dur- 
ing nineteen months in France when serving 
with the French, Belgian, and American 
medical formations.” 

In the Navy the compound fractures of 
the long bones were immobilized in plaster 
after debridement and reduction, while in 
the Army traction was used for these frac- 
4. Long, P. H: Personal communication, February, 1942. 


5. Moorhead, J. J.: Surgical Experience at Pearl Harbor, 
J.A.M. A. 118:712-718 (Feb. 28) 1942. 
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tures after the initial treatment. Inciden- 
tally, there were no cases of tetanus ob- 
served among this group of service men, all 
of whom had been given tetanus toxoid. 
The closure of compound wounds is al- 
ways a debatable question’ ”, In the Pear] 
Harbor disaster very few of the compound 
wounds were closed, even though sulfanila- 
mide crystals were placed in them. Before 
the general use of sulfonamides many sur- 
geons advocated closure after complete de- 
bridement had been done and the wound 
washed out with saline and saturated with 
an antiseptic. Results were satisfactory in 
most instances, but there was always some 
doubt as to whether this was the best pro- 


cedure. 
Local Anesthesia 


In recent years there has been a more 
general use of local anesthesia in the reduc- 
tion of fractures. Novocain has been used, 
injected directly into the fracture site. The 
novocain not only reduces pain, but also 
causes a muscular relaxation. When the 
patient is fully conscious, he can often help 
the surgeon in the reduction of the fracture. 
Eliason” reported that in the University of 
Pennsylvania Hospital, with more prompt 
attention to reduction of fractures in the 
accident room, and with the use of local 
anesthesia, the percentage of successful pri- 
mary reductions increased from 43 to 88. 


Open Reductions 


In a few large clinics, such as the Presby- 
terian Hospital in New York‘), emphasis 
has been placed upon early open reduction 
with internal fixation in all fractures of the 
long bones. This procedure is quite satis- 
factory in the hands of the specialist in the 
large clinic, but is certainly not to be advo- 
cated as a general procedure for the physi- 
cian to employ. 

Before performing an open reduction one 
must consider the functional rather than 
the anatomic result. Over-enthusiasm for a 
good anatomic result too often leads to a 
poor functional result. The Frenchman, 
Lucas-Championniere, said sixty or more 
years ago that the healing of a fracture was 
only a means to an end; that the primary 


6. Cannaday, J. E.: Primary Closure of Traumatic Wounds 
with Especial Reference to the Conversion of Compound 
into Simple Fractures, Am. J. Surg. 47:375-393 (Feb.) 
1940, 

7. Kennedy, R. H.: Present-Day Treatment of Compound 
Fractures, Ann. Surg. 113:942-954 (June) 1941. 

8. Murray, C. R.: Timing of Fracture Healing Process: Its 
Influence on Choice and Application of Treatment Meth- 


ods, J. Bone & Joint Surg. 28:598-606 (July) 1941. 
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goal was restoration of function; and that 
it was much better to have a crooked limb 
with flexible joints than a straight limb with 
stiff joints and poor function. 

Before proceeding with any open reduc- 
tion, be certain that a good functional result 
cannot be obtained with a closed procedure. 
Be sure of your technique, have the proper 
instruments and apparatus for internal fix- 
ation at hand, and do what you plan quickly, 
effectively and with the least amount of in- 
jury to the tissues and circulation. It takes 
longer to secure bony union after open re- 
duction, so the support must not be removed 
too soon. 


Fractures of the Humerus 


The hanging cast method of treating a 
fracture of the humerus is a great improve- 
ment over the methods employing a Jones 
humeral splint or shoulder spica. With the 
use of a hanging cast, little supervision is 
needed after reduction and there is only a 
small amount of discomfort. Statistics on 
the method are most convincing. Hudson”? 
reports 300 cases with two failures. Treat- 
ment extended over a period of eight to ten 
weeks. Griswold"® and others report 128 
cases with one non-union. 

The technique of the method is to apply 
circular plaster from the upper arm to the 
mid-palm, with the elbow at a right angle 
and the forearm in a midposition. The posi- 
tion of the forearm is changed in fractures 
at the lower third to full pronation and in 
fractures of the external condyle to full 
supination. The cast may be padded or un- 
padded, and is applied with the patient in 
the sitting position after the fracture is re- 
duced. The cast hangs free of the body, 
with the hand higher than the elbow. The 
patient is warned not to rest his arm on 
chairs or tables and to sleep in a semi-reclin- 
ing position for the first seven to ten days, 
with a pillow underneath the arm. In this 
way the humerus should hang vertically. 
After one week, circumduction of the 
shoulder is started. Solid union of the frac- 
ture fragments usually takes place in the 
normal time. It should always be remem- 
bered that correct length and alignment are 
not essential for good function following 
fractures of the humerus. 


9. Hudson, R. T.: The Use of the Hanging Cast in Treat- 
ment of Fractures of the Humerus, South. Surgeon 10:- 
182-184 (Feb.) 1941. 

10. Griswold, R. A., Goldberg, H. and Joplin, R.: Fractures 
of the Humerus, Am. J. Surg. 48:81-38 (Jan.) 1989. 
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Fractures of the Shaft of the Femur 


Balanced traction, first described by 
Russell"), of Australia, in 1921 for frac- 
tures of the femur, has not been sufficiently 
emphasized in fracture teaching. In this 
form of treatment the axis of the femur 
becomes the resultant of the parallelogram 
formed by the lower leg and rope to the 
overhead pulley. The pull along this result- 
ant is double the amount of weight used, 
which should be 8 to 12 pounds for the adult 
and 5 to 8 pounds for the child. It is im- 
portant with this method that the knee be 
kept at a 20 to 30 degree angle with the 
thigh, which should form an angle of 10 to 
15 degrees with the bed. The hip should be 
in about 15 degrees of abduction. A soft 
pillow should always be placed under the 
thigh. This position puts the muscles of the 
lower extremity at rest. The patient should 
be kept perfectly flat in bed, with a 
small pillow under his head. It is absolutely 
necessary that there be constant supervision 
of the traction, especially during the first 
few days. 

Lewis?) reports the treatment of 143 
cases of fracture of the femur with this 
method on the fourth surgical service of 
the Bellevue Hospital over a period of nine 
years. The results were considered good 
in 138 cases or 96.5 per cent. 

Murray"? believes that, following a frac- 
ture surrounded by muscle, as is the case in 
fractures of the femur, the normal elasticity 
of these muscles is rapidly lost because of 
the infiltration of the tissue with hemo- 
rrhage, exudate and fibrin. Once this has 
taken place, the muscles cannot be stretched 
with traction. 
that no traction applied later than four to 
sixteen hours following a fracture is as 
effective as it would be before this time. He 
uses the term “congealing’ of the mus- 
culature. I believe that such is undoubtedly 
true, and that any fracture in which the 
traction cannot be applied sooner than 
twelve hours after the injury is not ideal 
for either a balanced or a skeletal traction 
suspension method of treatment. 

In recent years there has been a great 
deal of attention to the pin fixation method 
of treating fractures of the femur and of 


11. Russell, R. H.: Fracture of the Femur, a Clinical Study, 
Brit. J. Surg. 11:491-502 (Jan.) 1924. 

12. Lewis, K. M.: Russell Traction in the Treatment of Frac- 

tures of the Femur, Ann. Surg. 113:226-244 (Feb.) 1941. 


He is emphatic in his belief . 
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other long bones. The Roger Anderson ap- 
paratus is the oldest and most frequently 
used for this purpose. The Haynes appara- 
tus"3) has been used with great success in 
the American Hospital in Britain. In some 
Philadelphia hospitals a Stader apparatus"”* 
is being used which has stainless steel pins 
covered with a duPont plastic material 
which is non-irritating to the 
Experience with these apparatuses in many 
clinics shows that: (1) the introduction 
of pins into the bone very seldom, if 
ever, is accompanied by an infection, and 
any infection that occurs can be controlled 
by the use of one of the sulfonamides; (2) 
the apparatus when properly applied can re- 
duce and immobilize a fracture; and (3) ap- 
parently there is no disturbance in the 
reparative processes of the bone. The great- 
est advantage is that the patient is ambula- 
tory from the beginning. This is of great 
importance in War in the transportation of 
the wounded. When the apparatus is cor- 
rectly applied, there is a vise-like fixation 
of the fragments. 

Fractures of the femur in children usually 
are not difficult to treat. Left alone and 
given an opportunity to heal, most will unite 
very quickly. Overriding of moderate degree 
is never an indication for open reduction. 
As much as two inches of shortening of a 
fractured femur in a child under 12 will be 
overcome during the subsequent years of 
the child’s growth. Angulation, which is not 
difficult to correct in the early stages of 
treatment, is to be guarded against. Le- 
Mesurier", of Toronto, has recently de- 
scribed two very satisfactory and simple 
methods of treating such fractures in chil- 
dren. In the first method, for children under 
2 years of age, both feet are suspended to 
an overhead frame without the use of pul- 
leys and weights. The child’s body is the 
counterweight which reduces the fracture 
and maintains the position of the fragments. 
For children over 2 years, the patient is 
placed on a Bradford frame, with the leg 
in a Thomas splint. The foot of the frame 
is elevated to a height equal to one-third its 
length. The end of the Thomas splint is 
tied to the end of the bed, so that the child’s 
body acts as a counterweight. After four 


Personal communication, March, 1942. 


tissues. 


13. Ferguson, W. R.: 
14. Stader, Otto: Suggested Procedures for the Treatment of 
Fractures with the Stader Reduction Splint. Privately 
printed by Sun Instrument Co., Wynnewood, Pa., 1942. 
15. LeMesurier, A. B.: The Treatment of Fractures of the 
Femur in Children, Am. J. Surg. 49:140-146 (July) 1940. 
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weeks the patient is immobilized in plaster 
for approximately six weeks. Occasionally, 
if the fracture fragments are not in good 
alignment, especially in fractures of the 
lower third, it may be necessary to apply a 
Hodgen splint, which allows the knee to be 
bent, and to which splint slings may be ap- 
plied to maintain force in a given direction. 
LeMesurier” reports excellent end results 
in 200 children treated by these two methods 
for fractures of the femur at the Hospital 
for Sick Children, in Toronto. In addition, 
there were 3 fractures which required an 
open reduction because of the interposition 
of muscle between the fragments, and 13 
which required the use of Kirschner wires. 
Fourteen, or 6.5 per cent of these children 
were under 2 years; 202, or 93.5 per cent 
were over 2 years. I believe that the occa- 
sional malunion following this fracture in 
childhood is due to incorrect position and 
alignment of the extremity during the 
period of immobilization and to weight bear- 
ing without protection before the fracture 


has united sufficiently. 
Fractures of the Neck of the Femur 


Undoubtedly the best method of treatment 
for this type of fracture until the use of nails 
and pins was introduced was the Whitman 
abduction cast method, with the Lead- 
better modification of Whitman’s technique 
in reduction. Good results were obtained in 
50 to 60 per cent of the cases. With the 
use of the Smith-Petersen nail, the Moore 
pins and their modifications, this percentage 
has been increased. The Fracture Committee 
of the American Academy of Orthopaedic 
Surgeons” reviewed 241 cases from many 
different clinics; there was union in 70 per 
cent. Many enthusiastic users of the nail 
and pin method for treating fractures of 
the hip claim a much higher percentage. So 
far, however, the observation of impartial 
observers has not justified a more optimistic 
report than that given by the above Frac- 
ture Committee. The application of a pin 
or wire for a fractured hip should never 
be attempted by one lacking instruction and 
experience, for improper use of the method 
too often leads to a poor result. 


16. Report of the Fracture Committee of the American Acad- 


emy of Orthopaedic Surgeons: Treatment of Fractures 
of the Neck of the Femur by Internal Fixation, J. Bone 
& Joint Surg. 23:386-390 (April) 1941. 
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Fractures of the Spine 


I formerly was of the opinion that a grad- 
ual hyperextension of the spine was the 
treatment of choice for a compressed frac- 
ture of the body of a vertebra. In recent 
years, it has been shown that the best re- 
sults follow when the compression is imme- 
diately reduced by hyperextension and the 
trunk immobilized in plaster in the hyper- 
extended position. Gradual hyperextension 
of the spine very often is accompanied with 
pain, nausea, vomiting and distention. The 
immediate reduction of the compression re- 
lieves the pain in twenty-four to forty-eight 
hours, and the abdominal symptoms are re- 
duced to a minimum. With the patient 
supine, hyperextension can be obtained by 
the use of an automobile jack"; or with the 
patient prone, a fracture table may be 
used or the patient may be suspended be- 
tween two tables. In each instance the spine 
is immobilized in plaster in this position. 

Hudson"®) has recently reported a series 
of 113 cases treated with this method with 
good results in all cases. 

I believe that after reduction and plaster 
immobilization in hyperextension, the pa- 
tient should be kept flat on his back in bed 
with a board between the mattress and 
springs, or on a fracture bed for a period of 
from ten to twelve weeks. If the patient is 
allowed to sit or stand too soon, regardless 
of the caution used in applying the plaster 
in hyperextension, the cast will fail to con- 
tinue to hold the spine in the proper position 
for the best result. 


Fractures of the Os Calcis 


This is still one of the unsolved fracture 
problems. Attempts to reconstruct the 
shape and contour of the bone after frac- 
ture have never been entirely satisfactory. 
Recently Gallie, of Toronto, reported excel- 
lent end results with immediate posterior 
subastragalar arthrodesis. An incision is 
made to one side of the Achilles tendon, and 
the cartilaginous surfaces of the posterior 
portion of this joint are removed. The loss 
of normal subastragalar motion following 
a fracture of the os calcis is to be regretted, 
but it is necessary to relieve the pain which 
so often follows. 


17. Bernstein, S. A.: Reduction of Compression Fractures of 
the Spine by Use of the Ryerson Modified Automobile 
Jack, Bull. Hosp. for Joint Dis. 2:138-140 (July) 1941. 


18. Hudson, O. C.: 


Compression Fractures of the Bodies of 
the Dorsal and Lumbar Vertebrae. 
68:18-21 (Jan.) 1940. 
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Summary 


I hope that in these remarks on fractures 
I have presented a few practical thoughts 
on some of the simpler methods of fracture 
care that will be of service to those of you 
who treat fractures, and have outlined some 
of the pitfalls and “do-nots” of the difficult 
case. The general practitioner shonld 
equip himself with a thorough knowledge 
of the principles of fracture therapy, apply 
these as best he can with what equipment 
he has at hand, and if in doubt, always seek 
consultation with the more qualified sur- 
geon. Open reductions are seldom indicated 
if proper thought and care are given to the 
method of closed reduction and immobiliza- 
tion. It should be remembered that it is 
the functional and not the anatomic result 
which is the more important. 





THE DIAGNOSIS OF OBSCURE 
FEVER 
GEORGE T. HARRELL, M. D. 
WINSTON-SALEM 


Obscure fever presents an inspiring chal- 
lenge to the imagination, ingenuity, and 
persistence of the physician. The fever may 
be high or low in degree, of short or long 
duration; it may be steady, spiking, remit- 
tent, or undulating in type. The National 
Tuberculosis Association has suggested that 
anything above 37.6 C. (99 4/5 F.) mouth 
temperature be considered fever. In sev- 
eral reported series three-fourths of the 
patients with obscure fever were females. 
In one of the series 36 out of 57 cases were 
never diagnosed. If the diagnosis is ever 
made, it is usually by the help of the labora- 
tory. Laboratory data are helpful in estab- 
lishing a diagnosis only if the findings are 
positive; negative findings should not be 
accepted as ruling out disease. To evaluate 
properly laboratory findings, one should be 
familiar with the variation found in normal 
individuals under the influence of fever. 
During fever, agglutination titers of sera 
against many organisms rise; only that one 


From the Department of Medicine, Bowman Gray School 
of Medicine of Wake Forest College, Winston-Salem. 

Delivered at the joint meeting of the Washington, Carter 
and Unicoi County Medical Society and the Staff of the 
Veterans’ Administration Facility, Mountain Home, Tennessee, 
November 138, 1941. 
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which shows a steady, progressive increase 
to a reasonably high figure is significant. 
The physician should always take upon 
himself the responsibility of looking at defin- 
itive laboratory tests on which the diagnosis 


may rest. He has spent four years in med- 
ical school, plus additional years in hospital 
training, to acquire his knowledge, and he 
should not expect a hospital laboratory tech- 
nician or an office girl, who has had from a 
few weeks to a year of training, to be able 
to recognize easily the gametocytes of estivo- 
autumnal malaria, the organism of Brucella 
when freshly isolated, or the rare blast cells 
in an early leukemia. 


Infections 


Septicemia: In the presence of fever one 
naturally searches first for infection. If no 
localized site can be found, the possibility 
of septicemia should be considered, especi- 
ally if joint pains, chills, and rash are pres- 
ent. A history of rheumatic fever or other 
possible cause of damage to the heart, the 
presence of a congenital heart lesion, an 


_arteriovenous fistula, or a patent ductus 


arteriosus makes bacterial endocarditis a 
strong possibility. Repeated blood cultures 
by any ordinary technique usually suffice to 
isolate the common cocci or members of the 
colon group. Many bacteria, however, are 
fastidious in their cultural requirements. 
Anaerobic streptococci, which may gain 
entry from the intestinal tract, may not 
grow out unless the blood is planted in a 
deep vaseline-sealed tube or over a spray 
dish containing pyrogallic acid and sodium 
hydroxide. Some strains of Brucella ani 
Neisseria prefer an atmosphere containing 
a 10 per cent concentration of carbon di- 
oxide. It is wise to plant blood cultures in 
both solid media and broth. Brucella, when 
freshly isolated in broth, may cloud the 
media imperceptibly; staining the sediment 
after centrifugation of 10 to 15 cc. will show 
faint coccoid forms which to an unaccus- 
tomed eye will appear as dust or precipi- 
tated stain. After several transplants the 
familiar gram negative bacilli are readily 
recognized. Atypical strains of Eberthella 
typhosa are found in this part of the coun- 
try which may not give typical fermentation 
or agglutination reactions. Hemophilus in- 
fluenzae often is difficult to grow, and 
Pasteurella tularense requires cysteine in 
the media. 

Syphilis in the secondary stage is a true 
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septicemia which may give fever; the Was- 
sermann or similar test is always positive. 
Malaria is a septicemia, although the organ- 
ism responsible is higher in the scale than 
the bacteria. The parasites, when present 
in small numbers, may be found more 
readily sometimes by examination of an un- 
stained fresh blood smear with dark field 
illumination. The brilliant dancing chro- 
matin, usually in violent motion inside the 
faint rim of an erythrocyte, is more easily 
seen as a bright spot on a dark background 
than as a stained, motionless particle on the 


brightly lighted background of a fixed 
smear. 
Generalized Infection: Generalized in- 


fections in which organisms are not readily 


recoverable include those caused by the 
Rickettsia—parasites which are midway in 





size between the ordinary bacteria and the 
filtrable viruses, and which do not grow in 
the absence of living tissue cells. The or- 
ganisms produce a thrombotic lesion in 
terminal arterioles which results in the hem- 
orrhagic rash of typhus and Rocky Moun- 
tain spotted fever. Q fever is a disease 
formerly thought to occur only in Australia 
or in the western states but which recently 
has been described as a laboratory infection 
in the eastern states, and has occurred spon- 
taneously in North Carolina. It usually is 
manifest as a pneumonia, from which none 
of the usual bacteria are recovered. Specific 
agglutination tests against this organism 
are done by the National Institute of Health. 
In the other rickettsial diseases non-specific 
tests such as the agglutination of X»2 and 
Xi9 strains of Proteus vulgaris—the Weil- 
Felix reaction—confirm the diagnosis. 

Rheumatic fever is the most common gen- 
eralized infection in which the causative 
agent cannot be demonstrated, for it has 
never been identified. In this part of the 
country the disease does not present the 
usual textbook picture, which describes pa- 
tients seen in colder, damp climates. The 
joint pains may be mild and fleeting, or the 
symptoms may be confined to muscle as 
“ovrowing pains.” The tissue response, pro- 
duction of Aschoff bodies, results in the 
familiar nodules in connective tissue; dem- 
onstration of these by biopsy is the only ab- 
solute proof of the infection. 

Localized Infection: Localized infections 


may be tucked away in obscure corners of 
the body where physical signs are difficult 
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to elicit. A small cortical abscess of the 
kidney may spread to the perinephritic space 
by direct extension and then heal so that 
the urine is negative on examination. In 
the early stages of the perinephritic abscess 
a mass may not be palpable, but plain x-ray 
films of the abdomen usually show oblitera- 
tion of the kidney outline and the psoas 
shadow, with curvature of the spine toward 
the affected side. If intravenous pyelograms 
are made, one film should be taken in the 
lateral position; for the kidney may be dis- 
placed anteriorly but not laterally. Fnlarge- 
ment of the liver, without localized tender- 
ness, but often with pain on fist percussion, 
may indicate abscess of the liver. In this 
part of the country asymptomatic amebic 
infestation occurs in about 15 per cent of 
the population. Many of these patients have 
a very vague or distant history of bloodv 
diarrhea which may have been quite mild. 
Under the immunologic or mechanical] 
changes incident to an intercurrent infec- 
tion or an operation such as a herniorrha- 
phy, the disease may flare up as a minute 
local lesion, difficult to find even at autopsy. 
This may metastasize to the liver, usually 
as a solitary abscess. The dome of the dia- 
phragm may be elevated or peaked. The 
intravenous injection of colloidal thorium 
dioxide will aid the surgeon in localizing 
the lesion before aspiration or drainage. The 
complement fixation test to prove the amebic 
etiology is dependable only in highly trained 
hands. 

Pus may collect under the diaphragm ove1 
the dome of the liver following rupture of 
any abdominal viscus or from extension of 
a small subcapsular abscess of the liver 
metastasizing from an appendicitis. No 
physical signs may be present except eleva- 
tion and fixation of the right diaphragm, 
although occasionally a transient rub may 
be heard.- Abscesses in the left upper quad- 
rant under the liver or around the spleen 
may give no physical signs and may be 
found only by abdominal exploration; no 
laboratory test is helpful. 

Recurrent attacks of fever following 
minor upper respiratory infections may be 
caused by a small area of bronchiectasis. 
Repeated careful examinations of the lungs 
will disclose rales after expiratory cough. 
Morning sputum, increased in amount with 
colds or on postural drainage, or repeated 
episodes of localized pleural pain may excite 
suspicion. The plain x-ray film is usually 
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negative, but intratracheal instillation of 
iodized oil will reveal dilated bronchi. 

A disease which appears to be more com- 
mon in physicians, nurses and medical stu- 
dents and which is characterized by low- 
grade fever and lymph node enlargement is 
infectious mononucleosis or glandular fever. 
Occasionally individuals will have recurrent 
mild attacks over a period of months with 
bouts of low-grade fever, usually with en- 
largement of the cervical or other super- 
ficial nodes, but rarely with involvement 
only of the iliac or other intra-abdominal 
groups. The symptoms may even simulate 
mild appendicitis. The finding of abnormal 
lymphocytes or monocytes in the _ blood 
smear and the agglutination of normal 
sheep cells by the patient’s serum—the Paul- 
Bonnell test—confirm the diagnosis. 

The most common infection in which the 
disease may remain localized and the in- 
fecting agent hidden for a long time is tuber- 
culosis. Enlargement of the mediastinal or 
abdominal lymph nodes without physical 
signs may persist for weeks. The diagnosis 
can be proved only by demonstration of the 
organisms; this requires patient, persistent 
search. Aspiration of the fasting stomach, 
with concentration of the contents and 
staining, or injection into a guinea pig, is 
more helpful than repeated examinatons of 
single random specimens of sputum. The 
new fluorescent dye, auramine, used with 
ultraviolet light and yellow filters in the 
microscope to make the organism stand out 
brightly on a dark background, promises to 
increase the ease of finding the organisms. 
The tuberculin test offers only negative evi- 
dence if there is no reaction, and may be 
misleading; for in miliary spread the re- 
action may be negative in the anergic termi- 
nal phase. If the reaction is known to have 
been negative before the illness and it be- 
comes positive, this may be considered 
strong circumstantial evidence of a tubercu- 
lous infection, especially in children; but 
nothing replaces the demonstration of the 
organisms. In cases of massive miliary 
spread to the lungs following rupture of a 
caseous node into the trachea or into the 
thoracic lymph duct, no x-ray or physical 
findings may be present for several weeks 
except a persistently elevated respiratory 
rate. Repeated x-ray films, which are more 
reliable than fluoroscopy, will eventually 
show the telltale millet-sized seeding of the 
lung fields. 
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The theory that persistent fever can come 
from foci of infection has been greatly over- 
worked. It is true that transient bacteremia 
can be demonstrated in patients with pyo- 
rrhea after they have chewed paraffin, but 
this lasts only one to five minutes and gives 
no symptoms unless the organisms settle 
out in tissue with lowered local resistance 
and cause a specific localized infection such 
as a pyelonephritis. 

Occasionally a patient with typical symp- 
toms of neurocirculatory asthenia, who runs 
intermittent low-grade fever, will be found 
to be harboring Brucella in a gallbladder 
which is asymptomatic and which shows 
only slightly impaired function by x-ray. 
Culture of aspirated contents of the fasting 
duodenum, after the administration of 
sterile magnesium sulfate through the tube, 
may reveal the organisms. 


Metabolic Disorders 


Rapidly developing fever with tachycardia 
in a patient who has just undergone a minor 
operation may be the first sign of a “storm” 
in mild, previously unrecognized thyrotoxi- 
cosis. Careful examination of the preoper- 
ative chart will reveal a persistent but defi- 
nite tachyeardia. A very minor infection 
in a patient during an exacerbation of perni- 
cious anemia may cause high fever out of all 
proportion to the severity of the infection. 
Patients with recurrent migratory venous 
thromboses may run fever even though no 
new lesion or appreciable change in the old 
thrombophlebitis is recognized. In recent 
vears fever has been described as one of the 
toxic manifestations of various sulfonamide 
compounds. The onset occurs usually after 
seven to ten days of therapy; the patient 
does not look as ill as the chart would indi- 
cate, and very often there is a_ striking 
bradycardia. Withdrawal of the drug re- 
sults in prompt remission of fever in twelve 
to thirty-six hours. A rare metabolic cause 
of fever occurs in congenital ichthyosis due 
to loss of the normal mechanism for dissipa- 
tion of excess body heat by evaporation of 
perspiration. 


Tumors 


Fever with persistent generalized or local 
lymph node enlargement suggests the pres- 
ence of one of the lymphoma group, which 
seem to show some characteristics of both 
new growth and infection. Although leu- 
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kemia can usually be diagnosed by the total 
and differential white blood cell counts, oc- 
casional cases with low or normal total count 
may persist for years with exacerbaticns 
and remissions of fever. Very careful] exami- 
nation of smears of the peripheral blood or 
of the sternal marrow after aspiration 
through a Jumbar puncture needle inserted 
at the junction of the manubrium and body 
of the sternum will reveal abnormal leuko- 
cytes and make the diagnosis of aleukemic 
leukemia. Fever is present more often than 
not in Hodgkin’s disease; if the swings pre- 
sent the rhythmic undulations of Pel-Ebstein 
fever, very careful search for a palpable 
node should be made. Occasionally none 
will be found; for the disease may start as 
the pure abdominal form, or more rarely in 
bone, usually the flat bones of the pelvis or 
vertebra. Lymphosarcoma can be proved 
only by biopsy. Removal of a peripheral 
lymph node is a relatively painless and 
simple procedure and may give the answer 
to a puzzling clinical case in several days 
and save the patient arduous and expensive 
diagnostic procedures. 

Generalized carcinomatosis with wide- 
spread metastases from malignancy in the 
breast, bronchus, or kidney may cause fever. 
The French compare the process to infection 
and call it septicemie cellulaire. Fever may 
be caused by a tumor such as a hyperne- 
phroma in the absence of demonstrable me- 
tastasis and may subside after surgical re- 
moval of the tumor unti) recurrences ap- 
pear. Metastases to the liver especially may 
cause fever; it is not known whether this is 
due to some breakdown product of the can- 
cer cells, necrosis of the invaded tissue, or 
simultaneous unrecognized infection. 


Trial of Drugs 


In the absence of any demonstrable cause 
for fever, a therapeutic trial of various 
specific drugs is justifiable, but a favorable 
response is not proof of the etiology. Most 
infections that respond to quinine are prob- 
ably due to malaria, but this drug is a pro- 
toplasmic poison and some clinical evidence 
has recently been offered that it is effective 
against one of the Rickettsia. Salicylates 
are antipyretic in most infections but none 
responds so dramatically or recurs 30 


promptly on withdrawal as acute rheumatic 
fever. Rarely this disease will respond to 


neocinchophen when salicylates are ineffect- 
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ive. Emetine is specific for amebic infections 
and its use for ten to fourteen days is prob- 
ably justified if liver abscess is suspected. 
Fever occasionally occurs in tertiary as well 
as in seconday syphilis, but in either case it 
responds in several days to treatment with 
arsenic and bismuth. In tertiary syphilis it is 
customary to give iodides concurrently, but 
this is dangerous unless the tuberculin test 
is negative. Tuberculosis can occur in pa- 
tients with positive serology, and the admin- 
istration of iodides will dissolve a granulo- 
ma due to tuberculosis as well as one due to 
syphilis and increase the fever by liberation 
of tuberculoprotein. Neoarsphenamine is 
effective in Vincent’s infection and in some 
urinary infectons as well as in syphilis: a 
smal] dose (0.3 to 0.45 Gm.), repeated in 
five days if necessary, may clear up infec- 
tious mononucleosis. The sulfonamides are 
effective against such a variety of organisms 
that no conclusion may be drawn from a 
response to their use. 


Summary 


There is no substitute for a detailed metic- 
vlous history in cases of obscure fever. 
Every lead should be explored to the limit 
and the story should be gone over again and 
again to obtain points previously missed. 
When a diagnosis may be made, the disease 
is usually tuberculosis, rheumatic fever, or 
malignancy. All obscure cases should be 
followed to autopsy so that additional light 
may be shed on the interpretation of symp- 
toms, signs and laboratory data. 





SCURVY IN CHILDREN 


DAVIS D. MOISE, M. D. 
SUMTER, S. C. 


Although scurvy is an easily preventable 
and curable disease, 15 cases were seen in 
children under 12 years of age at Duke Hos- 
pital from 1930 to 1941. In certain low in- 
come groups 61 per cent of the children 
have diets so deficient that their vitamin C 
blood level is less than one half of the nor- 
mal value (0.8 mg. per 100 cc.) and 27 per 
cent of these children have no detectable 
ascorbic acid in their blood”, 


From. the Department of Pediatrics of the Duke University 


Sheol of Medicine, Durham, 


Submitted for publication Mons. 30, 1942. 


1. Milam, D. F., and Wilkins, Walter: Plasma Vitamin C 
Levels in a Group of Children Before and After Dietetic 
Adjustment, Am. J. Trop. Med. 21:489 (May) 1941. 
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TABLE 1. 
Case number 1 2 8 4 S #6 7 8 9 10 2) 22 28 14 «115 Total 
Sex F F F M F M F M rF MM F F F M M 6M; 
9 F 
Age in months: 
0-8 b 4 X , 3 
9-18 Xx x xX K K K 4 K X K 1d 
19-27 x x — — 
28-144 0 
Race WwW Ww Ww Ww N WwW N WwW w N WwW WwW NN Ww Ww aN; 
11 W 
Premature births p 5 ae > a. eRe: x 
History of infection X X 4 X X a 4 xX re 
History of Vitamin C in the diet: ~ v 
None X X x xX X x x aes 
Inadequate K xX K 8 
Adequate bs » 3 xX << ss e 5 
Symptoms and signs: 
Irritability Se oe ee > £2 a ca i 10 
Weakness c= ae ae a | X X X X xX X 12 
Soreness x x p a x = = x. > p 3 ~ a: << os __ 13 
Diarrhea x oa ¥ 3 
Rosary ae - a a ee ae ee ae —es e 
Bleeding gums X X X xX xX X X 7 
Temperatures on admissien (C.) 38.0 87.8 87.5 40.0 37.8 40.8 $8.0 39.0 37.1 87.2 88.1 88.2 
Laboratory findings: = 2 
R. B. C. in urine = - 3 a xX ae X 5 
Benzidine reaction in stool X X X ; ; x - xX 5 
Hemoglobin (per cent) 93 80 86 60 42 67 65 58 74 55 88 70 "45 
Millions of R. B. C. 3.91 3.54 3.2 3.05 2.52 (3.09 3.25 3.73 2.48 5.8 i a 
Color index 1.19 1.18 \: i oa 1.05 1.12 99 1,10 al 64 *;:9) 
Ascorbic acid in plasma Low 0 0 a O.1 MmE.% , oO 
X-ray changes of scurvy > ae X X X D 6 
Changes of scurvy and rickets ‘< * — 7 , 2 : 6 
No x-ray changes X X Xx 8 
Therapy = sacecedadebadiiapatisaitessentame-aun dead eden, 
Mg. of ascorbic acid 800 50 500 150 150 100 50 300 400 150 200—S” 
Ounces of orange juice 2 4 8 ae oe 1/2 — = 
Results: : 
Immediate cure » 3 xX x x x Xx xX x XK X xX __ =X xX 18 
Deaths X xX 2 





* Mean value. 


Age and Sex 


There were 6 boys and 9 girls in this 
group. Three children were under 9 months 
of age, 2 were between 18 and 27 months 
and the remaining 10, or 67 per cent, were 
between 9 and 18 months of age (table 1). 


This disease almost never develops in chil- 
dren under 4 months of age regardless of 
diet, but cases of congenital scurvy do occur 


rarely. The predominance of scurvy in this 
age group (9 to 18 months)“ probably 


depends on two factors: (1) Growth is very 


rapid and there is probably an increased 
need for vitamin C, and (2) several months 


are required for an infant born with a nor- 
mal store of vitamin C to develop scurvy. 


It has been shown that it takes five or six 


2. Footnote deleted on proof. 

3. (a) Park, E. A., Guild, H. G., Jackson, D., and Bond, 
M.: The Recognition of Scurvy With Especial Ref- 
erence to the Early X-Ray Changes, Arch. Dis Child- 
hood 10;265 (Aug.) 19385, 

Barlow. Thomas: On Cases Described as “Acute 
Rickets’’ Which are Probably a Combination of Scurvy 
and Rickets, Arch, Dis. Childhood 10:228 (Aug,) 
1985, 


(b 


— 


months for an adult to develop clinical 
scurvy on a very deficient diet'*. 


Predisposing Factors 


Certain factors have been said to predis- 
pose to scurvy. Negro children may be less 
likely to exhibit clinical scurvy than white 
children’), There were 11 white and 4 
Negro children in this series, and about 
twice as many white as colored patients are 
seen in our clinic. This fact probably ex- 
plains the predominance of white patients 
with scurvy here. 

Scurvy probably occurs more frequently 
in premature than in full term babies'?®) 
owing to the excessive demands for vitamin 
C caused by rapid growth, and to altered 


metabolism or impaired absorption from the 


4. (a) Lund, Charles C.. and Crandon, John H.: Human 
Experimental Scurvy, J. A. M. A. 116:6638 (Feb. 22) 
1941, 
(b) Crandon, John H., Lund, Charles C., and Dill, David 
B.: Experimental Human Scurvy, New Engiand J. 
Med, 223:8538 (Sept. 5) 1940, 
5. Ingalls, Theodore H.: Ascorbic Acid Requirements in 


Early Infancy, New England J, Med, 218:872 (May) 
1088, 
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intestinal tract. Although the usual prema- 
ture infant has a normal store of vitamin C 
in the liver’, the administration of larger 
amounts of vitamin C are required at an 
earlier age (case 14), and unless the intake 
of vitamin C is adequate the premature baby 
develops abnormalities of protein metab- 
olism’. Three infants in this series weighed 
2.500 Gm. (514 pounds) or less at birth. 


The diets of these premature infants were 
not strikingly different from those of other 
infants. 

Infection is one of the most important 
factors related to the development of vita- 
min C deficiency’). Eight patients, or 47 
per cent of this series, had definite infections 
either shortly prior to or on admission. A 
vitamin C deficiency occurs in many febrile 
infectious diseases'**®’. Fever alone causes a 
decrease in the tissue vitamin C content of 
guinea pigs". Whether ascorbic acid defi- 
ciency predisposes to infection” '') or in- 
fection predisposes to vitamin C deficien- 
ey? ig not known. Prolonged diarrhea also 
may be a factor in producing vitamin C de- 
ficiency”: (1) because it is frequently the 
result of an infection, and (2) because it 
interferes with the absorption of vitamin C 


6. Toverud, K. U.: The Vitamin C Content of the Liver of 
Newborn Infants, Arch. Dis. Childhood, 10:313  (Aug.) 
1935. 
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(Dec. 29) 1939. 

Sealock, Robert R., Silberstein. Hannah E.: The Con- 

trol of Experimental Alcaptonuria by Means of Vjta- 

min C, Seience 90:517 (Dec. 1) 1939. 

(c) Levine, S. Z.; Gordon, H. H., and Marples, E.: A 
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nine in Premature Infants, J. Clin. Investigation, 20: 
209 (March) 1941. 

8. (a) King, C. G.: Vitamin C, 
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(b) Mettier, Stacy R.; Minot, George R., and Townsend, 

Wilmot C.: Scurvy in Adults, J. A. M. A. 95:1089 
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from the intestinal tract"?). Three of our 
patients had diarrhea during their present 
illness. 


Diet 


The dietary histories obtained from the 
mothers of our patients were surprisingly 
variable. Seven of our 15 patients had no 
fruit juice or ascorbic acid in their diets. 
The late development of scurvy in infants 
who were not given fruit juice may be due 
to the congenital storage of vitamin C and 
to the presence of small amounts of ascorbic 
acid in their food’. Potatoes, fresh raw 
cow’s milk"), and even to a slight extent 
pasteurized cow’s milk"*»!°) have some anti- 
scorbutic properties. Dried or canned milk 
does not prevent seurvy"!®, 

Many mothers state that their children re- 
ceive plenty of orange or tomato juice. How- 
ever, some of them merely offer the juice to 
the children, thinking that if they need it 
they wili drink it. Others force the juice 
down their children and it is then vomited, 
mopped up and forgotten. Still others give 
their children inferior preparations such as 
juice from home-canned tomatoes (case 15), 
or juice that has aged or has been boiled and 
the vitamin C thus destroyed. 

Rarely some infants develop scurvy even 
when there is every reason to believe that 
they are receiving an ample intake of as- 
corbic acid. There is a report in the litera- 
ture of one child who, although he had an 


12. (a) Abt, Arthur F.; Farmer, Chester J., and Topper. 
Yale J.: Influence of Catharsis and Diarrhea’ on 
Gastrointestinal Absorption of Ascorbic Acid in In- 
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756 (June) 1941. 


13. (a) Hess, Alfred F.: Infantile Scurvy: The Blood, the 
Blood Vessels, and the Diet, Am. J. Dis. Child. 8: 

885 Dec.) 1914. 
(b) Still, G. F.: Infantile Scurvy: Its History, Arch. Dis, 
Childhood, 10:211 (Aug.) 1935. ‘ 


14. (a) Hess, Alfred F.: Factors Affecting the Antiscorbutic 
Value of Foods, Am. J. Dis. Child. 17:221 (April) 
1919. 

(b) Schwartze, E. W.; Murphy, F. J., and Hann, R. M-.: 
Studies on the Destruction of Vitamin C in the Boil- 
ing of Milk, J. Nutrition, 2:325 (March) 1930. 

(c) Rasmussen, R., and others: Effects of Breed Charac- 
teristics and Stages of Lactation on the Vitamin € 
Content of Cow’s Milk, J. Nutrition 11:425 (May) 
1936. 

(d) Harris, Leslie J. and Ray, S. N.: Diagnosis of Vita- 
min C Subnutrition by Urine Analysis, Lancet 1:71 
(Jan. 12) 1935. 


15. Holmes, A. D.; Tripp, F.; Woelffer, E. A., and Satter- 
field, G. H.: The Influence of Pasteurization on the 
Ascorbic Acid Content of Certified Milk, J. Am. Dietet. 
A. 15:3863 (May) 1939. 


16. Hart, E. B.; Steenbock, H., and Smith, D. W,: Studies 
of Experimental Scurvy, J. Biol, Chern, 88:305, 1919, 











<i AN Sh BM Sita IE DH i te 


einen i hitiectos 





























June, 1942 


apparently adequate vitamin C intake, de- 
veloped scurvy and did not respond until in- 
travenous ascorbic acid was administered''”). 
One child (case 14) developed scurvy in 
Duke Hospital while taking 25 mg. of as- 
corbic acid daily. This child was a prema- 
ture infant who also had an infection. 

None of the infants who developed scurvy 
were breast fed''*’. Breast milk contains 
about 4 mg. of ascorbic acid per 100 ee. 4), 
Scurvy has been reported in three breast 
fed infants, but these were all less than 1!45 
months of age’; their mothers’ diets and 
consequently the breast milk probably were 
deficient in ascorbic acid. 


Symptoms 


The most common symptoms are irrita- 
bility, and weakness or soreness of the lower 
extremities with resultant inability to stand 
or walk”-?*). Ten of our patients had been 
noticeably irritable and fretful. Thirteen pa- 
tients had soreness and 12 had weakness of 
the lower extremities. Only one patient had 
neither weakness or soreness. Some scorbut- 
ic patients also have bleeding from the gums, 
bowels or urinary tract, fever, anorexia, or 
some accompanying disease. 

The symptoms in the lower extremities 
lead to many mistaken diagnoses—for ex- 
ample, meningitis, sprain, fracture, disloca- 
tion, arthritis, and poliomyelitis. 


Physical Findings 


Characteristically the child lies quietly in 
bed with his thighs and knees flexed and 
abducted. He cries when he is touched or 
jarred. Beading at the costochondral junc- 
tion, which has been said to be most marked 
on the fifth, sixth, and seventh ribs''’, was 
present in 7 of our patients. Beading is not 
an early sign of scurvy, as quite extensive 
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bone changes must take place before the 
rosary appears''’. An equal number of pa- 
tients had bleeding gums !°*), and 4 pa- 
tients had both bleeding gums and a rosary. 
Capillary fragility tests were not done on 
enough patients to be included in this 
series''*4.*5), Seven babies in this series had 
temperatures of 38C. (100.4 F.) or above. 
Five of these children had infections, but it 
has long been observed that fever may or 
may not be present in scurvy” even when 
there is no infection. Scorbutie children do 
not necessarily appear emaciated or under- 
nourished. Seven of our 15 patients looked 
well developed and well nourished. 


Laboratory Findings 


Microscopic hematuria was found in 5 pa- 
tients'**’. No grossly bloody or tarry stools 
were seen, but the benzidine test was posi- 
tive in 5 patients. Two children had blood 
in both urine and stool. Twelve patients had 
both hemoglobin and red blood cell deter- 
minations done. The mean hemoglobin was 
60 per cent, with extremes of 92 per cent 
and 36 per cent. The mean color index was 
91. Many clinicians think that anemia is 
frequently a part of the clinical picture of 
scurvy ":8>.2>)) but others say that a pure 
vitamin C deficiency need not produce an- 
emia if an adequate iron intake is main- 
tained'**:*"", Anemia in scurvy may result 
from blood loss due to hemorrhage'"’, inter- 
ference with the maturation of the red blood 
cells'?°)""" an iron deficiency’*’, or a com- 
bination of these factors'?°)« 25»), 

23. (a) Dalldorf, Gilbert: The Therapeutic Use of Vitamin 
C, Bull. New York Acad. Med. 15:544 (Aug.) 1939. 
(b) Sloan, R. A.: A Comparison of Methods for Detect 
ing and Grading Subclinical Scurvy, J. Lab. and Clin. 
Med. 23:1015 (July) 19388. 
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Five children had plasma ascorbic acid 
determinations®®); four of them had no 
plasma ascorbic acid and the fifth had only 
a trace. This test is a valuable diagnostic 
aid'**»), but a zero ascorbic acid level in the 
blood does not mean that the patient has 
clinical scurvy". Of 59 children with no 
detectable plasma ascorbic acid, only 6 had 
clinical scurvy”. Saturation tests are help- 
ful in detecting sub-clinical scurvy. These 
consist in giving patients a test dose of 
vitamin C and determining the concentra- 
tion in the blood plasma*” or urine'#4.3° 


at intervals. 
X-Ray Examination 


Twelve of our 15 patients had positive 
evidence of scurvy by x-ray", and 3 had 
none. Scurvy usually causes characteristic 
x-ray changes*-*?:*4-32), but a negative x-ray 
picture does not rule out the possibility of 
scurvy. Frequently changes due to rickets 


29. Mindlin, Rowland L., and Butler, Allan M.: The De- 
termination of Ascorbic Acid in Plasma, J. Biol. Chem. 
122:673 (Feb.) 1937. 

30. (a) Rohmer, P., and Bezssonoff, N.: Investigations into 

the Pathogenesis of Scorbutic Dystrophy, Arch. Dis. 


Childhood 10:319 (Aug.) 19385. 
of Differenti- 


(b) Pemberton, John: A Rapid Method 
ating Children with Large or Small Reserves of Vita- 
min C, Brit. M. J. 2:217 (Aug. 17) 1940. 

(c) Ritz, Norton D.; Samuels, Leo T., and Addiss, Gert- 
rude: The Effect of Salicylates and Carvone on the 


Ascorbic Acid Content of Animal Tissues, J. Pharma- 


col. and Exper. Therap. 70:362 (Dec.) 1940, 


X-ray criteria for the diagnosis of scurvy: 

1. A finely irregular, broadened, intensely cal- 
cified zone of preparatory calcification at 
the epiphyseal end of long bones, the so- 
called “white line” of Fraenkel. 

2. A small spur at the lateral edge of the 
epiphysis. 

3. A zone of rarefaction immediately back of 
the zone of preparatory calcification, 

4. A broad, finely irregular edge of dense 
shadow encircling the nucleus of ossifica- 
tion at the epiphysis, together with rare- 
faction of the central portion, “Wimberger’s 
sign’”’. 

5. Separation of the epiphysis. 

6. A ground-glass transparency of the shaft, 
with clouding or obliteration of the trabe- 
cular structure which is visible in normal 
bone. 

7. A thinning of the cortical shadow, often 
represented merely by a narrow white line. 

8. Subperiosteal hemorrhage and evidence of 
hemorrhage into the soft parts. 

9. Subperiosteal fractures in the ends of the 

diaphysis. 

Enlargement and angulation of the costo- 

chondral and of the vertebral junctions of 

the ribs‘*?)), 
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are also found on the x-ray film, and 6 cases 
of co-existant rickets occurred in this series. 


Prevention and Therapy 


The National Nutrition Conference in 
May, 1941, made the following recommenda- 
tions for daily requirements: 

Age in years: 0-1 1-3 4-6 7-9 10-12 

Mg.of ascorbic acid: 30 35 50 60 75 


Growth, infection, fever, and certain drugs 
such as barbiturates and salicylates increase 
the demands for vitamin C3), Larger 
amounts are needed for the treatment of 
scurvy*), Our patients were given from 50 
to 500 mg. of ascorbic acid or 3 to 6 ounces 
of orange juice a day“*’. Ascorbic acid may 
be given intravenously™°), but this is usually 
unnecessary. 


Therapeutic Response 


Two patients died; case 6 was a moribund 
microcephalic and died the day she entered 
the hospital, and case 13 had pneumonia and 
a transfusion reaction in addition to scurvy. 
The remaining 13 patients made immediate 
and complete recoveries. If the patient does 
not show marked symptomatic improvement 
in one week of active therapy, either an in- 
sufficient amount of vitamin C is being ab- 
sorbed or the diagnosis of scurvy may be 
regarded with suspicion. 


Summary 


1. Although scurvy is easily preventable 
and curable, it is not a rare disease. 

2. Most cases occur between 6 and 18 
months of age. 

3. Prematurity and infection are two im- 
portant factors predisposing to scurvy; 
hence large amounts of vitamin C should be 
administered in these conditions. 

4. A history of adequate vitamin C intake 
does not rule out the possibility of scurvy. 

5. Infants seldom develop scurvy while 
being breast fed. 

6. The most frequent symptoms are sore- 
ness or weakness of the lower extremities 
and irritability. 
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7. Hemorrhagic tendencies and anemia 
are frequently present. 

8. A negative x-ray picture does not rule 
out scurvy. 

9. The symptomatic response to therapy 
should be rapid and marked. 

10. In order to prevent scurvy both chil- 
dren and pregnant women should have an 
adequate intake of vitamin C. 





TOXOPLASMOSIS —A BRIEF REVIEW 
W. C. THOMAS, M. D. 
WINSTON-SALEM 


Newly recognized diseases are often de- 
scribed as being rare and unusual. The 
present review arises because it is the opin- 
ion of those who have contributed to our 
knowledge of toxoplasmosis that the condi- 
tion occurs: widely and is not uncommon. 
Unrecognized cases must be present in 
North Carolina. 

Toxoplasmosis is an acute or subacute 
generalized disease caused by protozoa and 
presenting clinically a bizarre picture — 
malaise, fever, usually signs of central nerv- 
ous system stimulation, and in some cases 
skin lesions and respiratory distress. There 
have been only 10 cases reported in the lit- 
erature up to the present time. All but one 
of the cases terminated fatally. 

The Toxoplasma parasite was first found 
in a North African rodent in 1908. Within 
the next few years the organism was iso- 
lated from a wide variety of animals. Mice, 
rats, guinea pigs, rabbits, chickens, pigeons, 
squirrels, cats, dogs, and monkeys are known 
to harbor these organisms. In 1914, the 
first case of suspected toxoplasmosis in a 
human being was reported in a 14 year old 
boy in Ceylon. The lad exhibited fever, se- 
vere anemia, and splenomegaly. Smears 
from the blood and the spleen revealed para- 
sites morphologically resembling Toxoplas- 
ma. Other isolated cases were reported in 
which the organisms appeared similar to 
Toxoplasma, but these cases have been con- 
sidered controversial. Several occurred in 
infants within two to three days after birth 
and were characterized clinically by convul- 
sions and an acute course with a fatal termi- 
nation. 

In 1937, Sabin first isolated the Toxoplas- 
ma in North America in a guinea pig. In the 
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same year, Wolf and Cowen”? reported a 
ease of an infant dying of convulsions at 
twenty-nine days of age. Careful study of 
the material revealed organisms which were 
first identified as Encephalitozoa, but were 
later recognized as Toxoplasma. Similar 
organisms were found in a case reported by 
Richter") as ‘“‘meningo-encephalitis neona- 
torum’”’. In 1939, Wolf and Cowen”? definite- 
ly proved the presence of protozoa in an- 
other case of congenital encephalitis. 

The first case of toxoplasmosis occurring 
in an adult was reported in 1940"). The 
patient was a 22-year-old Peruvian who had 
fever and malaise, and died in one week’s 
time. Sections of the tissue removed at 
postmortem examination revealed many 
parasites in the central nervous. system, 
liver, heart, spleen, lymph nodes, and bone 
marrow. 

In March, 1941, 4 cases were reported. 
Sabin" reported 2 cases occurring in boys 
aged 6 and 8 years. Both exhibited fever 
and generalized convulsions with no signs of 
meningeal irritation or involvement of the 
cranial nerves. Moderate leukocytosis with 
increase in polymorphonuclear leukocytes 
was noted in the examination of the blood. 
The spinal fluid examination revealed an in- 
creased number of cells, all of which were 
lymphocytes or monocytes. Spinal fluid 
sugar, chloride, and protein levels were 
within normal limits. Cultures of the spinal 
fluid were reported as negative. The 6 year 
old boy, who was a native of Cincinnati, 
Ohio, died on the twenty-third day of illness. 
The 8 year old boy, who was the son of a 
West Virginia physician, recovered com- 
pletely ten days following onset of the di- 
sease. Diagnosis in this case was made by 
inoculation of spinal fluid intraperitoneally 
in guinea pigs and recovery of the Toxo- 
plasma. 

The other 2 cases occurred in middle-aged 
adults in Saint Louis’). They complained of 
the sudden onset of lethargy, fever, malaise, 
and non-productive cough, and a generalized 
maculo-papular rash _ simulating spotted 
fever but not involving the palms of the 
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hands or the soles of the feet. Both died 
twelve days following the onset of illness 
with marked degrees of cyanosis. Post- 
mortem sections and animal inoculations re- 
vealed large numbers of Toxoplasma. 


The Organism 


The Toxoplasma is a protozoan organism 
belonging to the group of Sporozoa. The 
organism is about 2 to 3 microns in size. It 
may be pyriform, crescentic, rounded, or 
spherical, depending on the method of isola- 
tion’. It may occur singly or in groups, 
intracellularly or extracellularly. Differen- 
tiation from other members of the group, 
such as Sarcocystis and Encephalitozoa, may 
be made on morphological grounds and by 
consideration of the sites of occurrence and 
results of animal inoculation. Growth on 
bacteriological media has been unsuccessful. 
The organisms will grow on developing chick 
embryo. 


Mode of Spread 


In considering the points of entrance of 
the organism into the body, one must con- 
sider the infantile and adult forms sepa- 
rately. In experiments on animals the organ- 
isms have been found in the _ oviducts, 
uterus, and vagina of infected females’. 
This finding suggests that the infection may 
occur in utero either before or after placen- 
tation or in the passage of the infant 
through the birth canal. Unfortunately, the 
mothers of the human victims have not been 
studied for evidence of the disease. 

The adult form may possibly be spread 
by means of animal vectors or from person 
to person. By analogy with other protozoan 
infections, the possibility of the mosquito as 
carrier has been suggested. In two of the 
-ases reported there was a history of remov- 
ing wood ticks the week before the onset of 
illness. The finding of the organisms in 
secretions from the bronchial tree suggests 
the possibility of spread of the infection by 
the droplet route’. The exact mode of 
spread is yet to be determined. 


Pathology 


The central nervous system, lungs, skin, 
spleen, heart, liver, lymph nodes, and bone 
marrow have been described as showing 
pathological change in toxoplasmosis. At 


6. Wolf, A., Cowen, D., and Paige, B. H.: Toxoplasmic 
Encephalomyelitis, J, Exper, Med, 71:187 (Feb,) 1940, 


MEDICAL JOURNAL June, 1942 


postmortem examination there may be no 
lesions noted at all in some of the cases, but 
in others hemorrhages, small miliary, gray- 
ish, tubercle-like lesions, or nodular lesions 
similar to small infarcts have been de- 
scribed. Microscopically, the lesions are de- 
scribed as necrotic granulomas’ showing 
lymphocytic infiltration, with occasional 
macrophages containing the Toxoplasma. No 
definite part of any of the organs is charac- 
teristically involved". 


Methods of Diagnosis 


Because of the bizarre clinical picture 
offered by the few cases described, one must 
make a diagnosis by isolating the organism. 
This may be done by a number of proced- 
ures: 

1. Animal inoculation. 

The guinea pig is the animal of choice, 
although mice may be used success- 
fully. It is important to be sure that 
the animals used come from a stock 
which is free from Toxoplasma infes- 
tation. The routes of inoculation may 
be intravenous, intracerebral, subcu- 
taneous, or intraperitoneal'”’. 
Smears. 

Toxoplasma may be found in the spu- 
tum by an experienced observer in 
cases of pulmonary involvement. 
Smears of blood revealed the organ- 
isms in one of the controversial cases, 
but are only of theoretical value. 

3. Skin biopsy. 

In one case), the organisms were 
found on biopsy of the skin lesions. 
Inoculation of suspected material on 
developing chick embryo. 

Immunologic tests are being developed 
which may be useful in diagnosing the con- 
dition’, 


cas) 
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Treatment 


For the present, treatment is sympto- 
matic. Many potent chemotherapeutic 
agents useful in other protozoan infections 
have been used without success. It is inter- 
esting to note that certain of the laboratory 
animals recovering from the infection show 
a high degree of immunity which apparently 
is lasting. 





The first method of protecting hospital personnel 
against tuberculosis is a recognition of all tubercu- 
losis in the patient population. W. H. Oatway, Jr., 
M.D, Hospitals, Aug., 1941, 
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PROLONGED LABOR: ITS ETIOLOGY 
AND MANAGEMENT 


LANCE TRUMAN MONROE, M. D. 


CONCORD AND KANNAPOLIS 


Most authorities state that the average 
length of normal labor in a primipara is 
eighteen hours, and in a multipara twelve 
hours. Many labors considered normal are 
longer than this, and many are shorter. It 
is not possible to judge when a labor is 
abnormally prolonged on a time basis alone. 
After a number of hours of atypical uterine 
contractions, examination may show no 
change whatsoever in the cervix or the pre- 
senting part, and the physician is forced to 
the conclusion that the patient is not in true 
labor. These pains of so-called ‘‘false labor” 
may increase in intensity and regularity and 
progress into true labor pains. Owing to the 
effect of opiates and drugs given for anal- 
gesia, the total time between the beginning 
of labor and its termination is not necessari- 
ly the actual time of labor. However, for 
purposes of discussion, I have chosen an 
arbitrary time limit and considered as pro- 
longed all labors of thirty hours or more. 

The Cabarrus County Hospital is a small, 
general, Duke endowed hospital of one hun- 
dred and thirty beds and twenty bassinets. 
Since the hospital was opened in July, 1937, 
until May 1, 1941, there have been 1,481 
deliveries. In 58 of these cases the length 
of labor was thirty hours or more. This 
gives the incidence of prolonged labor in this 
group as approximately 4 per cent. During 
a somewhat shorter period of time, in 4,341 
patients delivered in Bellevue Hospital, New 
York City, there were 136 cases of labor 
lasting thirty hours or longer—an incidence 
of 3.2 per cent. Of course, no statistical con- 
clusions can be drawn from the small group 
of cases reported here, but they will serve 
as a basis for discussion. 

A complete discussion of the causes and 
management of prolonged labor would in- 
clude nearly the entire field of abnormal ob- 
stetrics, and limits of time will permit us 
only to touch briefly on some of the phases 
of this subject. We are dealing with that 
small group of obstetrical cases in which the 
patient’s chances for a successful vaginal 
delivery must be tested by a trial of labor. 





“Read before the Section on Obstetrics and Gynecology, 
Medical Society of the State of North Carolina, Pinehurst, 
May 20, 1941, 
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The management of this group is a most 
difficult and trying problem. 

Of the 58 cases presented here, there were 
only two in which labor exceeded fifty hours. 
In some cases labor is prolonged to eightv 
and ninety hours. Eleven cases occurred in 
multiparas, while 47 cases occurred in primi- 
paras. Age did not appear to be an influenc- 
ing factor. There were only three sponta- 
neous deliveries in this group, but this small 
number is probably due to my practice of 
using low forceps and performing an episi- 
otomy routinely on most cases. If we exclude 
low forceps, all the forms of artificial inter- 
ference were used only with strict indica- 
tions. In the majority of these cases sponta- 
neous delivery cannot be expected, and some 
operative procedure is necessary. An evalua- 
tion of all the factors involved in the dys- 
tocia of a given case and the choice of the 
most suitable form of artificial interference 
is the problem presented to us. 

Dystocia may arise from anomalies of the 
uterine contractile forces, developmental 
anomalies, gynecological abnormalities, con- 
tractions or abnormalities of the bony pelvis, 
faulty presentation of the fetus, or malfor- 
mations of the fetus. For purposes of study, 
these 58 cases were divided into four groups, 
according to what was thought to be the 
primary or most important cause of pro- 
longed labor: 24 cases were due to uterine 
inertia; in 21 cases faulty presentations or 
positions were thought to be the primary 
sause; in 9 cases a fetal complication was 
the cause; and only one case of a gyneco- 
logical abnormality was found, this being 
due to a previous amputation of the cervix. 
It must be remembered that most cases com- 
plicated by gynecological abnormalities and 
contracted pelves, and likewise many in 
which there are fetal complications, are 
recognized and terminated before the dura- 
tion of labor assumes importance. In only a 
very few cases could any of these factors 
be considered alone. In nearly every case 
one factor depended in some degree upon the 
others. In almost all the patients with 
uterine inertia there were contributory 
causes such as posterior positions, breech 
presentations, and rigid cervices. In all pa- 
tients the pelves were thought to be ample, 
but there was doubt about several. Many of 
the cases with abnormal presentations and 
positions were complicated by inertia, and it 
must be recognized that faulty position in 
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itself depends upon pelvic asymmetry or dis- 


proportion. Posterior position, rigid cervix, - 


and poor contractions are a triad, usually 
not separated. It is significant that in all of 
the 9 cases in which labor was artificially 
terminated because of cephalo-pelvic dispro- 
portion, there was a faulty position of the 
fetus—usually a high unengaged head in the 
posterior position—and uterine inertia. 
Cases of prolonged labor usually present a 
very complex problem, and to unravel it re- 
quires the best of obstetrical judgment. 
Uterine Inertia 

Uterine inertia is the term used to de- 
scribe weak and infrequent uterine contrac- 
tions occurring in an otherwise normal case. 
There is no practical importance in dif- 
ferentiating between primary and secondary 
uterine inertia. Inertia in the first stage will 
cause prolongation of this period, often with 
failure of the cervix to dilate beyond a cer- 
tain degree; in the second stage, delay and 
difficulty in the expulsion of the fetus may 
necessitate the use of forceps; and in the 
third stage, atony may produce hemorrhage. 
We have no practical method to measure ac- 
curately the power developed by uterine con- 
tractions. The diagnosis of inertia is based 
upon the clinical impressions gained from 
observing the patient in labor: the frequency 
and duration of the contractions and the 
firmness of the uterus during pains. The 
character of the contractions may have little 
relation to the subjective reaction of the pa- 
tient. 

The diagnostic ability of the physician is 
often severely taxed to determine the cause 
of the inefficiency. Among the etiological 
factors are such conditions as an infantile 
uterus; anemias and food deficiencies; over- 
distention of the uterus by polyhydramnios, 
causing a loss in tone of the uterine muscu- 
lature; several pregnancies in rapid succes- 
sion; too much sedation; and extreme nerv- 
ousness. Some patients had suffered from a 
previous functional amenorrhea or metror- 
rhagia, suggesting an endocrine cause. Two 
patients were what might be called “pitui- 
tary types”. Their appearance would lead 
one to suspect that contractions would be 
deficient. They were short, fat, heavy-fea- 
tured women with masculine distribution of 
hair. 


Faulty Presentations or Positions 


In the majority of the 21 cases in which 
dystocia was the result of malpositions and 
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faulty presentations of normal infants there 
was probably some disproportion or malad- 
justment between the fetus and the pelvis 
of the mother, or some pelvic abnormality. 
Posterior positions frequently occur in an- 
thropoid pelves. In these patients the size 
of the baby did not appear to be an impor- 
tant factor in the position or presentation. 
In 15 of these cases, the occiput was poste- 
rior. In only 3 cases of occiput posterior was 
the vertex engaged at the onset of labor. It 
has often been stated that in a primipara 
failure of the head to be engaged at or near 
term should lead one to believe that an actual 
bony disproportion exists, which may pre- 
vent delivery from below. However, with a 
posterior position it does not appear that a 
high, unengaged head at the onset of labor 
has any significance as regards ultimate de- 
livery through the usual channel. In these 
cases the head, during labor, gradually en- 
tered into and was moulded through the 
pelvis to varying degrees either in the pos- 
terior position from the onset, or beginning 
in the transverse position and then turning 
posterior. In 3 patients the occiput was di- 
rectly posterior. Posterior positions may 
occur in any type of pelvis. They are often 
found in anthropoid pelves, where the head 
adapts itself to the most favorable diameter 
—namely, the anteroposterior. Most pelves 
of this type are large, and labor and de- 
livery are usually not difficult or prolonged. 
There were 2 transverse presentations in 
this group. One was in a neglected case in 
which there was a prolapsed arm and a dead 
baby. All the fluid had drained away, a 
Bandl’s contraction ring was present, and 
the uterus was tight about the fetus. De- 
livery was finally accomplished by version 
and breech extraction after the prolapsed 
arm was amputated at the shoulder. In the 
other transverse presentation, the cervix 
was dilated by means of a no. 4 Voorhees’ 


bag, and a normal infant was successfully 
delivered by version and breech extraction. 
There were 3 cases of frank breech pres- 
entation, and in these cases the dystocia was 
due to the fact that the legs and thighs 
splinted the body and prevented its adapta- 
tion to the birth canal. One compound pres- 
entation was formed of prolapsed arms in 
front of the breech. In each case, after the 
breech was “broken up” and the feet brought 
down, delivery was accomplished without un- 
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due difficulty. There was one face presenta- 
tion with the chin directly posterior, in 
which a stillborn fetus was delivered by 
version and breech extraction. 


Cephalo-Pelvic Disproportion 


In 9 cases an actual cephalo-pelvic dispro- 
portion was thought to be the major cause 
of dystocia. In all of these cases there was 
an abnormal position of the head, and in a 
few uterine inertia was a definite factor. 
In 2 of these cases the pelves were examined 
by x-ray, while in the others we could be 
fairly sure of the type by clinical examina- 
tion. The measurements were within normal 
limits, but the pelvic architecture was of the 
android type. This is the most treacherous 
type of bony pelvis which we have to deal 
with. It is characterized by a flattened pos- 
terior iliac portion, a forward sacrum, con- 
verging side walls, prominent spines, short- 
ened sacro-spinous ligament, narrow arch, 
and straight pelvic rami; any combination 
of these characteristics, resulting in a gradu- 
al funneling of the pelvis, may cause a dys- 
tocia, often difficult to recognize until after 
a period of observation in labor, and some- 
times until labor has been prolonged. There- 
fore, this is the type of pelvis we would ex- 
pect to find in the group of cases considered 
here. Three of these patients were delivered 
by low flap cesarean section, one by version 
and breech extraction and craniotomy on the 
after-coming head, and the remainder by 
Barton or Kielland forceps. 

In none of these cases was cervical dys- 
tocia the cause of prolonged labor. The so- 
called “rigid cervix” will soften and dilate 
with time. In cases in which cervical dys- 
tocia is suspected, the cervix will usually 
dilate after other factors of dystocia have 
been overcome. This may not be universally 
true. In one case of very difficult and pro- 
longed labor in a primipara, after the in- 
cisions in the cervix were made, a very large 
baby was delivered with the greatest of ease. 
A rigid pelvic floor is so easily overcome by 
episiotomy that it should never be a cause 
of prolonged labor. 


X-Ray Examination 


X-ray examination of the pelvis by the 
technique of Caldwell and Molloy is an in- 
valuable adjunct to a clinica] examination. 
I would consider their work the most valu- 
able contribution made to obstetrics in the 
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past few years. They do not attempt to give 
a prognosis in any case on x-ray findings 
alone. The chief contribution of x-ray in 
obstetrics has been to demonstrate different 
architectural types of pelves. It has taught 
us to think in terms of architecture of the 
pelvis as a whole, rather than in terms of 
actual measurements. By using these stereo- 
scopic x-rays and then following the case 
clinically, one may improve his clinical 
ability. By the precision stereoscope, the 
actual measurements of the pelvis can be 
exactly determined. Unfortunately, there is 
as yet no accurate method of measuring the 
diameters of the fetal head. Not many hos- 
pitals are fortunate enough to possess a pre- 
cision stereoscope, but most of the smaller 
hospitals have adequate equipment to pro- 
vide stereoscopic plates of a patient in labor, 
which reveal the relative size of the fetal 
head and the bony pelvis. 

No matter how competently determined, 
estimation of the capacity of the. pelvis it- 
self is of significance only in relation to the 
size of the fetus and the efficiency of the 
labor forces. Even the knowledge of these 
does not quite tell the whole story concern- 
ing the chances for a successful delivery. 
There are other intangible factors over 
which we have little control. Among these 
imponderable factors are the degree of 
straightening out of the fetal axis, the frag- 
ility of fetal blood vessels and dural septa; 
the state of the mother’s health and nutri- 
tion; and many others which influence the 


outcome of labor and determine the survival 
of the fetus. 


Methods of Delivery 


Decision as to the method of deliverv in 
these cases cannot be made in advance. Only 
by observation during a trial] period may 
any sound decision as to the termination of 
labor by artificial means be arrived at. The 
following rules for the genera] management 
of the patient before and during this trial 
period of observation may be given: 

(1) The patient should have received pre- 
liminary prenatal care with control of 
weight gain, dietary regulation, sensible ex- 
ercise, and an adequate supply of iron, vita- 
mins, and calcium. 

(2) Preliminary prognosis should be 
based on an adequate history and complete 
physical examination, including examination 
and measurements of the pelvis. External 
measurements are of practically no value. 
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adequate amount of 
fluids and nourishment during the trial 
period of labor. If the patient is un- 
able to ingest plenty of fluids and easily 
digested foods by mouth, infusions of saline 
and glucose must be supplied. Many of these 
patients are vomiting, and parenteral ad- 
ministration of fluids should be given with- 
out hesitation. 

(4) Guard against infection by limiting 
the number of examinations to a minimum. 
Rectal examinations predispose to infections 
fully as much as vaginal examinations. 

(5) When vaginal examinations are done, 
an aseptic technique should be followed. The 
patient should be scrubbed and examined on 
the table in the delivery room, fully draped, 
and the examiner should exercise the same 
care that he would for a delivery, using 
sterile gloves after scrubbing. 

(6) A sympathetic and wise physician 
may help prevent exhaustion by allaying 
anxiety, comforting the patient, and bolster- 
ing morale. 

(7) Rest should be provided by drug 
sedation. When pains are frequent, painful 
and inefficient in primary inertia, the ad- 
ministration of morphine and other seda- 
tives is often followed by efficient labor. 
Many labors are made shorter, and the pa- 
tient’s suffering is relieved, by the proper 
use of analgesics during labor. These may 
include barbiturates, opiates, hypnotics or 
anesthesia. In the beginning, when there are 
nagging pains and questionable labor in a 
nervous patient, light sedation is very de- 
sirable. Often, actual sleep should be in- 
duced. In one of our cases, the patient when 
first seen had been receiving pituitrin for 
uterine inertia in the first stage. There was 
a definite uterine dystocia due to contraction 
rings. Labor did not progress until the pa- 
tient was given a general anesthetic, and 
complete relaxation and sleep were secured 
for several hours. 

(8) Blood typing should be done and 
blood donors provided in advance as a pro- 
tection against hemorrhagic risk. This 
should always be done when difficulty is ex- 
pected. Typing as a regular prenatal routine 
is not so imperative if whole blood plasma 
is available. This may be given quickly to 
any patient while arrangements for a trans- 
fusion of whole blood are being made. 

(9) Calcium should be given intravenous- 
ly if a calcium deficiency is suspected. 


(3) Maintain an 
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(10) Vitamin K should be given in these 
cases. 

(11) If the attending physician has not 
satisfied himself about the type of pelvis, 
or if the case is doubtful, stereoscopic x-rays 
should be taken during labor. No matter 
how much confidence we may have in our 
own Clinical ability, it is a very comforting 
feeling to see stereoscopic plates showing no 
relative disproportion when a patient is in 
prolonged labor. 

(12) The family must be dealt with, and 
the patient’s mother usually causes more 
trouble than the husband. It should be im- 
pressed upon them that the actual length of 
labor means little if the general condition of 
the patient is good. 

The mental attitude of the physician in 
charge is important. He must guard against 
the temptation to interfere in these cases 
before the conditions for such interference 
are fulfilled. He must realize that time is an 
ally. Delay more often works for the pa- 
tient’s interest than against it, and very 
often waiting longer and still longer will 
simplify the problem at hand. Remember 
that the seriousness of prolonged labor is 
determined by evidence of exhaustion rather 
than by the length of labor. The pulse is a 
better guide than the complaints of the pa- 
tient. However, it is possible to procrasti- 
nate too long. One of the older writers has 
said: ‘Never let the sun set twice on a 
woman in labor.’ Williams stated that an 
adequate test of labor had not been given 
until the patient had had one or two hours 
of second stage pains with the membranes 
ruptured. These would seem to be extreme 
views. The attendant must carefully recheck 
from time to time all details—the physical 
examination, his previous prognosis, and 
the patient’s condition—, and endeavor to 
analyze the causes of the delay and deter- 
mine the probable method of delivery. Often 
if the membranes are still intact, he may 
decide to rupture them artificially. This is a 
valuable method of treatment, and is often 
followed by more efficient contractions, 
further descent of the head, and in posterior 
positions by a better adaptation of the head 
to the cervix. I would advise that this not be 
done until the cervix is dilated enough to 
admit three fingers and we have committed 
ourselves to delivery by the vaginal route. 

Vaginal delivery in cases of prolonged 
labor is most often accomplished by forceps. 
If this method is selected, certain conditions 














must be satisfied if possible. The cervix 
should be fully dilated and retracted com- 
pletely around the head. The biparietal plane 
of the head should be past the inlet. Manual 
dilatation of the cervix should never be done. 
This does not mean that in some cases a re- 
maining rigid cervical rim cannot be manu- 
ally pushed or slipped over the head. Only 
rarely is incision of the cervix necessary. If 
it is done, three incisions should be made: 
one directly posterior at the six o’clock posi- 
tion and the other two laterally, roughly 
midway between the bladder and the uterine 
artery, at the ten and two o’clock positions. 
This is preferable to Duhrssen’s incisions or 
to a directly anterior incision. In most of 
these cases, the head will be moulded to such 
an extent that the caput or skull itself will 
be well down on the pelvic floor and the 
biparietal diameter not yet through the true 
conjugate. It is often said that high forceps 
should never be used. This rule does not 
always apply, however. One patient was de- 
livered by high Kielland forceps, with the 
cervix not completely out of the way, and 
the result was as good as could be expected 
considering the type of case. In a case of 
locked twins, both in the vertex position, 
high Barton forceps were used successfully 
on the first baby, after the heads were dis- 
lodged. The choice of forceps depends some- 
| what on the type of pelvis. For example, in 
android, flat and gynecoid types of pelves 
it is preferable to deliver the head through 
the pelvis in the transverse position with 
Barton’s forceps, because the posterior por- 
tion of the pelvis will be more fully utilized. 
In the anthropoid type of pelvis, with the 
head in the posterior position, it would be 
unphysiological to rotate it in the mid-pelvis. 
Here the head should be brought through in 
the posterior position or pushed up and 
rotated above the inlet, either procedure be- 
ing best accomplished with Kielland’s for- 
ceps. Version and breech extraction after 
an attempted forceps delivery on high heads, 
although it is fraught with many dangers, 
will often result in satisfactory delivery. 

In some of these cases in which we commit 
ourselves to vaginal delivery, the baby will 
be lost. This is to be expected in a small 
proportion of cases. In the 58 cases reported 
here, there were seven stillbirths. However, 
of these seven stillborn babies, two were 
dead intra partum when the patient was ad- 
mitted to the hospital, one died during labor 
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because of a massive aspiration of amniotic 
fluid in a case of premature separation of 
the placenta, one was an anencephalic mon- 
strosity, and one was a macerated stillborn 
baby, death occurring antepartum because 
of toxemia of pregnancy. This leaves two 
babies that were lost during the process of 
delivery. There were no maternal deaths. 
There was a rather high morbidity rate, but 
in only one case was there a severe post- 
partum infection. This was a severe hemo- 
lytic streptococcus infection with positive 
cervical and blood cultures. This patient re- 
covered after receiving large doses of sulfan- 
ilamide and numerous blood transfusions. 

If the baby is already dead or is lost dur- 
ing attempted forceps delivery or version 
and breech extraction, craniotomy may be 
necessary. Two craniotomies were done in 
this series. One was done after version and 
attempted breech extraction and the other 
after both forceps delivery and breech ex- 
traction following version had been at- 
tempted. In these two cases it was thought 
that craniotomy was a conservative measure. 

Another vaginal procedure used was the 
insertion of the Voorhees’ bag. In one case 
in which there was a transverse presenta- 
tion it was used to dilate the cervix, and the 
other case in which it was used was a 
placenta praevia. This procedure is not re- 
sorted to as often now as in previous years. 
A no. 4 bag is the only size that should be 
used, and when possible extraovular inser- 
tion without rupture of the membranes 
should always be done. 

I hesitate to speak about posterior pitui- 
tary extract. In carefully selected cases, 
with great caution and in the proper dosage, 
it may be used rarely before the end of the 
second stage. However, its use has caused 
so much damage that we may make it a rule 
that pituitary extract should never be used 
until the baby is delivered. 

The decision to perform cesarean section 
is made with reference to the duration of 
labor and the time of rupture of the mem- 
branes. Classical cesarean section is seldom 
advisable in these cases, although it was 
done in one instance in which there had been 
a previous amputation of the cervix. How- 
ever, in this case membranes were intact 
after a labor of thirty-one and one-half 
hours. 

Low cervical, or low flap cesarean section 
was resorted to in 6 cases. It is often stated 
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that this operation should be done prefer- 
ably within twenty-four hours after the on- 
set of labor and within six to eight hours 
after rupture of the membranes, and that it 
must not be depended upon to prevent in- 
fection. While this operation is transperito- 
neal, I feel that these time limits can be 
relaxed somewhat with comparatively little 
danger of infection. In all low flap cesarean 
setion cases one penrose drain extending 
through the peritoneum to the space of 
Retzius should be inserted. This drain is 
usually removed on the third day. One pa- 
tient delivered by low flap cesarean section 
developed an intrauterine infection and 
peritonitis, with profuse drainage. Cul- 
tures from the peritoneum and lochia showed 
staphylococcus aureus. This patient  re- 
covered nicely with sulfathiazole and blood 
transfusions. 

If low flap cesarean section is considered 
too risky, we should resort to one of the 
types of extraperitoneal cesarean section. 
One Latzko operation was done in this 
group. I am not familiar with the other 
tvpe of extraperitoneal section, perfected bv 
Waters at the Margaret Hague Maternity 
Hospital, in which the supravesical approach 
is used. The published results are excellent, 
however. We may dispense with the older 
peritoneal exclusion operation. 

It must be remembered that sometimes 
babies delivered apparently in good condi- 
tion by the Latzko operation die suddenly 
on the third to the sixth day. Autopsy on 
these babies reveals a congenital lobular 
pneumonia resulting from aspiration of in- 
fected material during the long period fol- 
lowing rupture of the membranes before de- 
livery. 

Finally, in the occasional case where the 
uterus is grossly infected or where vaginal 
delivery by craniotomy is not feasible, hys- 
terectomy following section should be done 
by the Porro technique. 


Conclusions 


In North Carolina most obstetrical pa- 
tients are delivered by the general prac- 
titioner, and the majority of these deliveries 
are done in the home. There is no objection 
to this practice. However. if labor is pro- 
longed unduly, the patient should immedi- 
ately be sent to the hospital. There, if the 
original attendant is not satisfied, he should 
request consultation with a man who has 
had some obstetrical training. It is up to 
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the obstetrician to solve the difficulty pre- 
sented by these cases, and he should be able 
to perform the types of cesarean section 
mentioned as well as the different vaginal 
operations and procedures. Cooperation be- 
tween the general practitioner and the com- 
petent obstetrical specialist should help re- 
duce our present fetal and maternal mor- 
tality rates. 


Abstract of Discussion 


Dr. Frank Lock (Winston-Salem): We have at 
our command two primary prophylactic measures 
which we can carry out during the prenatal period. 
The first of these is control of the weight gain. 
The average gain is 20 pounds or less. There is 
no reason why the patient should gain more than 
18 to 20 pounds. A patient obese at the beginning 
of her pregnancy can be managed so that she will 
lose weight during her prenatal period. The second 
measure is to get the patient to take adequate 
exercise. Most pregnant women who do their house- 
work feel that this is all they can do and want to 
spend the rest of their time in bed. That is just 
what they should not do. If we can get them to 
take a brisk walk each day their muscles will be 
stronger and they will be in much better condition 
for the ordeal of labor. 

There has been much in the literature about the 
rupture of membranes for bringing about more 
forcible uterine contractions, and as a result this 
practice has been abused. The use of sedation has 
also been abused. Intelligently used, it is of great 
aid in resting the patient and in reducing the mor- 
bidity of labor. But if it is used before uterine 
contractions are fully established it quite often will 
retard labor and depress the uterine pains. The 
use of sedation has also been shown to cause central 
nervous system degeneration as a result of fetal 
anoxemia. For that reason we should be more care- 
ful about giving sedation. 

The common practice of evaluating the cervical 
condition on a basis of centimeters of dilatation 
leads to many technical errors in obstetrics. We 
should learn that the cervix is not fully dilated as 
long as any part of it can be felt on pelvic ex- 
amination; we may save many babies by recognizing 
this simple fact. 

Vitamin K has now been synthesized and is quite 
inexpensive, and there is no reason why any woman 
should not be able to take it during her pregnancy. 
It has been shown that the fetal prothrombin time 
is greatly. reduced by the use of vitamin K. If 
vitamin K is given even one hour prior to the de- 
livery of the baby the prothrombin time in that 
baby will be markedly reduced. Certainly in pa- 
tients with dystocia we should give vitamin K to 
prevent bleeding, especially of the seeping type. 

Dr. Monroe says that all low flap cesarean sec- 
tion cases should be drained. I presume he means 
in patients potentially contaminated. I do not en- 
tirely agree with that statement. However, I do 
think that we should use sulfanilamide powder in 
these potentially infected cases. because it has been 
shown very conclusively in the last few months 
that it is of great value. 

Dr. I. M. Procter (Raleigh): There are only two 
points I want to make, and one of those Dr. Lock 
discussed. It is the question of dilatation of the 
cervix. To my mind the cervix is the most impor- 
tant part of the maternal anatomy. It is the part 
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that produces more difficulty, more danger, and more 
death, probably, than any other part. Contracted 
pelves we recognize early, and we can take care of 
them by elective cesarean section. I believe we 
should study the cervix in every patient — its 
elasticity and its dilatability—and train our judg- 
ment as far as possible to decide whether that 
particular cervix will ever open in a satisfactory 
diameter. We can then elect other types of oper- 
ation for those patients who show indications that 
the cervix will never open satisfactorily. 

The other point I wish to make concerns the 
mechanism of labor. As the uterus contracts we 
might consider that the fetal head, sitting on the 
fetal spine, is a two-armed lever, the fulcrum of 
which is at the axis of the spine, and the anterior 
end of which is longer than the posterior end. 
When the uterus contracts the head is driven down, 
and the anterior and posterior ends of the head 
meet unequal resistance in the bony part of the 
pelvis and later in the levator ani muscle. The 
greater resistance is on the anterior part of the 
head, and that is held back; the posterior part of 
the head dips down into the pelvis. Lack of flexion 
is certainly a big obstacle in the management of 
such cases. 

By studying the anatomy and physiology of labor 
and then comparing the normal and the abnormal 
and instituting logical treatment for the abnormal 
findings we shall improve our results. 

Dr. Monroe: I agree with Dr. Lock as to the 
importance of keeping down the weight gain during 
pregnancy. That is one of the hardest things I 
have to do. Most patients do gain too much weight 
in pregnancy. 

I think the solution of this problem lies with the 
general practitioner and with the physician who 
does a lot of obstetrics in the home. The worst 
cases that I have had were brought to the hospital 
late in labor. If they had been seen in the begin- 
ning the results would have been better. Any pa- 
tient in labor for twenty-four or thirty hours should 
be taken to the hospital. 





DUODENAL ULCER IN A NEWBORN 
INFANT 


EpGAR V. BENBOow, M. D. 
WINSTON-SALEM 


A colored female infant, 17 days old, was 
admitted to the pediatric service of the Kate 
Bitting Reynolds Memorial Hospital. The 
baby had been vomiting since she began to 
nurse, and had lost weight. 

The mother’s Wassermann reaction was 
negative. The delivery had been a normal, 
easy one performed in the home. The baby’s 
weight at birth was 8 pounds. 

The vomiting had no constant relation- 
ship to feedings, was not projectile in type, 
and had not contained blood. The infant 
had been having stools, and no blood had 
been noticed in the stools. 

The patient’s weight upon admission was 
7 pounds—1 pound less than her birth 
weight. She was somewhat dehydrated; 
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her eyes were slightly reddened and swollen, 

and there was a small amount of purulent 
discharge in the corners. Vaginal smears 
and smears from the eyes were negative for 
the gonococcus. There was no abdominal 
rigidity, and no abdominal mass could be 
detected. A few small peristaltic waves 
could be seen over the epigastrium after it 
was tapped gently with a wet cloth. Physi- 
cal examination was otherwise entirely neg- 
ative. The diagnosis of nonspecific conjunc- 
tivitis, pylorospasm or hypertrophic pyloric 
stenosis, and malnutrition with moderate 
dehydration was made. 

A formula was prescribed, atropine was 
given, and saline was administered subcu- 
taneously. Three days later 75 r units of 
X-ray were given over the pyloric area. 

The baby’s course was not satisfactory. 
She retained some of her feedings but vom- 
ited most of them. During the first four 
days in the hospital she lost an additional 
1514 ounces— practically 2 pounds since 
birth. A Ramstedt pyloroplasty was thought 
advisable because of the symptoms and clin- 
ical course, although no mass could be pal- 
pated. The following morning the abdomen 
was opened. No definite thickening of the 
pylorus was found; no other lesion of the 
intestinal tract could be detected. Although 
the muscle was not thickened, a Ramstedt 
pyloroplasty was performed in the hope that 
it might relieve the pylorospasm, and the 
abdomen was closed. 

Postoperatively the patient was put on a 
formula prescribed by the pediatrician. She 
received atropine and phenobarbital and 
several injections of mother’s blood intra- 
muscularly. The incision healed well in due 
time, but the baby did not improve. She 
had normal yellow stools and did not vomit 
any blood, but she gradually lost weight 
until one month after the operation she 
weighed less than 5 pounds and 34 ounces, 
or 3 pounds less than the birth weight. At 
this time the patient suddenly vomited about 
2 drachms of dark blood and died shortly 
afterwards, having lived thirty-five days 
after admission to the hospital, and thirty 
days after the operation. 

A postmortem examination was done. No 
congenital abnormalities were present. The 
abdominal scar was well healed, and there 
was no obstruction at the pylorus and no 
thickening of the pyloric muscle, but 1 cm. 
beyond the pyloric ring on the posterior as- 
pect of the duodenum a circular punched 
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Fig. 1. Duodenal ulcer in a month-old infant. 
out ulcer 3 mm. in diameter was present. 
The margins of the ulcer were not thickened, 
and were sharp. A probe put into the ulcer 
showed through the entire wall of the duo- 
denum except the serosal layer. The mucosa 
of the duodenum was hyperemic but smooth. 
The remainder of the intestine was empty 
but of normal diameter. The autopsy report 
was otherwise negative. The anatomical 
diagnosis was acute perforating duodenal 
ulcer, congestion of internal organs, emacia- 
tion and dehydration. 


Discussion 


The term “peptic ulcer of the newborn” 
includes those ulcers occurring from birth 
up to the age of 14 days. The condition is 
probably more common than is thought, as 
most cases are probably overlooked. There 
are on record in the literature 42 such cases, 
not including our own. Only 6 of these 42 
patients were operated upon. Most of the 
remaining 36 ulcers were found upon post- 
mortem examination, and a few were dem- 
onstrated by x-ray. Of the 42 reported 
cases there were 18 which perforated, 22 
which bled, 1 which was stenosing in char- 
acter and 1 which was persistently painful. 
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Fig. 2. Enlarged photograph of a duodenal 


ulcer in a month-old infant. 





Of the 6 patients on whom operations 
were performed, 5 were operated upon be- 
cause of perforation, and 1 because of py- 
loric obstruction. I could not trace the out- 
come of the latter case, but 4 of the 5 pa- 
tients operated upon for perforation died, 
giving a mortality of 80 per cent. The type 
of operation done was closure of the perfor- 
ation. 

The ratio of duodenal to gastric ulcer in 
the newborn is 2:1, and the ratio of occur- : 
rence in males and females is 14:1. 

In 1923 Lee and Wells™ reported a case 
of “Perforation in Utero of a Gastric Ulcer”’. 

Ulcers of the newborn present certain 
outstanding characteristics. The great ma- 
jority of those recognized bleed seriously or 
perforate, or do both. In many the onset is 
precipitous, without recognizable premoni- 
tory symptoms or signs. In only a few cases 
is there evidence of intracranial injury or 
of localized or generalized sepsis, either 
clinically or at autopsy. With few exceptions 
the lesions are acute, without cellular reac- 
tion or bacterial invasion. Because of the 
sudden, acute, fulminating symptoms, very 
few of these newborn patients have been 
operated upon. 


1. Lee, WwW. E. and Wells, J. R.: Perforation in Utero of a 
Gastric Ulcer, Ann. Surg. 78:86-41 (July) 1923. 
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THE CHARLOTTE MEETING 


The Eighty-Ninth Annual Session of the 
Medical Society of the State of North Caro- 
lina was held in Charlotte May 11-13. Con- 
sidering the restrictions on tires and the 
number of members who are in the Army, 
the attendance was surprisingly good. Those 
who came were well renaid. The programs, 
both for the section meetings and for the 
General Sessions, were well arranged, and 
very informative. The revival of the ban- 
quet preceding the ball on the President’s 
Night was a popular feature, and there were 
not enough tickets available to meet the 
demand. 

The knowledge that our country is at war 
and that the medical profession is expected 
to play a large part in the present emerg- 
ency was evident throughout the whole 
meeting. Virtually all of the First General 
Session on Tuesday was devoted to military 
medicine. President Webb Griffith’s address 
dealt altogether with the present emergency, 
as did the addresses of Dr. Fred Rankin, 
President-Elect of the American Medical 
Association, and of General H. C. Coburn. 

It was unanimously voted by the House 
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of Delegates to remit the annual dues of 
members in military or naval service for the 
duration of the war. 

The Nominating Committee, according to 
unofficial reports, had a most harmonious 


meeting. Certainly their list of nominees 
was acceptable to the overwhelming major- 
ity of the members present. The new officers 
of the Society are: Donnell Cobb, President; 
James Vernon, President-Elect; George 
Coleman, First Vice President; and Julian 
Moore, Second Vice President. 

Invitations for the 1943 meeting were 
received from Raleigh, Pinehurst, and Win- 
ston-Salem. Raleigh was recommended by 
the committee because it is centrally located 
and has good railroad facilities. At the 
final meeting of the House of Delegates, 
however, it was decided best to leave the 
time and place of the next meeting to the 
Executive Committee—inasmuch as no one 
can foretell what might happen between 
now and then. 

A bit of human interest was added to Dr. 
Donnell Cobb’s installation as President at 
the final General Session, when his father, 
Dr. W. H. Cobb, escorted him to the chair. 
In his brief but eloquent inaugural, the son 
recalled that his grandfather had been 
President of the Society in 1894 and his 
father Vice President in 1906. 

Charlotte’s hospitality left nothing to be 
desired. The Committee on Arrangements 
apparently thought of everything, and nu- 
merous favorable comments were heard. It 
is not likely that the Society will wait an- 
other twenty-odd years to go back to the 
Queen City. 





EDITORIAL NEWS NOTES 


Dr. Roscoe McMillan has proved himself 
an admirable secretary. No session of the 
society has ever been more smoothly run 
than was the meeting held in Charlotte last 
month. The new format of the program 
was a great improvement over its time- 
honored predecessors; the breakfast for the 
presidents and secretaries of the county so- 
cieties was an excellent innovation; and the 
revival of the President’s Night banquet was 
well received. During the year Dr. McMillan 
has managed to visit most if not all of the 
districts in the state, while meeting the ex- 
acting demands of a large practice. 
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The session was perhaps the soberest, both 
literally and figuratively, that has been held 
in years. Those present were keenly aware 
of the seriousness of the emergency we are 
facing, and this feeling was apparent 


throughout. 
* * * * 


Ben Royal, who has a hospital in More- 
head City, remarked that he did not have 
to go to war; the war came to him. He has 
had more than 200 casualties to treat as the 
result of the submarine activity off the At- 


lantic Coast. 
OK * * * 

The Auxiliary meetings were well at- 
tended. It is gratifying to note the increas- 
ing numbers of ladies who accompany their 
husbands to the annual meetings. Let us 
hope that the custom will continue. Attend- 
ance on the annual sessions helps the ladies 
to understand the problems of the profes- 
sion. 

* * *K * 

The attendance on the breakfast for the 
presidents and secretaries of the county so- 
cieties at 7:30 Tuesday morning was grati- 
fyingly large and was a tribute to Secretary 
Roscoe McMillan. A number of excellent 
talks were heard, but the high light of this 
meeting was the address of Dr. Julian P. 
Price, Secretary of the South Carolina Med- 
ical Association and Editor of its Journal. 
This breakfast will probably be made a 
permanent feature of our state meetings. 

. ae. ee 


Apparently the experiment of Norris 
Smith, Chairman of the Section on the Prac- 
tice of Medicine, of having a number of 
short talks—three to five minutes—instead 
of the conventional fifteen minute papers, 
was quite successful. The Medical Library, 
in which this section held its meeting on 
Tuesday afternoon, was filled, and the audi- 
ence remained to the end. The comments 
heard afterward were-almost uniformly fav- 


orable. 
* ok * ~ 


The banquet Tuesday night was the high 
water mark of entertainment for a decade 
or more. Oren Moore made an ideal toast- 
master. Mr. James Gheen, of New York 


City, lived up to his reputation as one of the 
country’s best after-dinner speakers. A few 
favorite stories were funnier than ever, but 
most of the ones he told were fresh. His 
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audience even forgot the war until he told 
of the salesman who ran out of gas on a 
country road and waked up the proprietor 
of a little store who sold gasoline and auto 
accessories. While the man was fumbling 
with the lock of his gas tank, the salesman, 
in an effort to make conversation, said some- 
thing about MacArthur’s stand at Bataan. 
“MacArthur? MacArthur? Who is he?” 
quoth the dealer; whereupon the salesman 
said, “Never mind about the gas, buddy; 
give me four tires.” 
* * * * 

The high light of the meeting, from the 
scientific view, was reached in Dr. Paul 
White’s masterly address on recent advances 
in cardiovascular disease. Although his was 
next to the last paper on Wednesday after- 
noon, the ball room of the Hotel Charlotte 
was filled with those who stayed over to hear 
him. It was gratifying to many to hear him 
say that the greatest advances made in the 
diagnosis of cardiovascular disease have 
been in clinical observations rather than in 
laboratory procedures. 

* * * * 

Three of the most deservedly popular 
leaders our State Society has ever had took 
part in the installation ceremony on Wed- 
nesday afternoon, when Webb Griffith 
turned the gavel over to Donnell Cobb, who 
in turn introduced James Vernon as Presi- 
dent-Elect. It is hard to imagine three men 
more generally acceptable to the entire 
membership than these. 





A CHAMBER OF COMMERCE 
HONORS MEDICINE 

On March 13 the Winston-Salem Chamber 
of Commerce gave a “public affairs” dinner 
recognizing the place of the medical profes- 
sion. As a result of a sort of Gallup poll of 
the local medical profession Dr. Morris Fish- 
bein was invited to address the meeting, as 
“the best known combination of speaker and 
dector in the nation.” Right nobly did the 
guest speaker live up to his reputation. The 
meeting was open to the public, and the ball 
room of the Robert E. Lee Hotel was filled 
with representative gathering. For an hour 
Dr. Fishbein kept his audience at alert at- 
tention with his discussion of “The Doctor’s 
Place in the Community”. He said many 
things that the public should know—for ex- 
ample, that, notwithstanding the great view- 
ing with alarm of the poor physical status 
of our youth, the facts are that in the Civil 
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War the average recruit five feet, seven and 
a half inches tall weighed 136 pounds; in 
the first World War, 144 pounds; in the 
present draft, 150 pounds. Undoubtedly 
most of those present left with a renewed 
respect for the medical profession. The ex- 
ample of the Winston-Salem Chamber of 
Commerce might well be followed by others. 
ok * * BS 


CIRRHOSIS OF THE LIVER 

In no other field is the power and efficacy 
of a new idea more apparent than in the 
study of disease. A syndrome may seem to 
present an impenetrable barrier to further 
progress, until some brilliant mind clears the 
road by means of a fruitful suggestion. 
Pernicious anemia, diabetes, and the ever 
widening field of chemotherapy well illus- 
trate the point. 

The cirrhotic liver, with its disabling con- 
sequences, has long been a difficult problem. 
Alcohol has been blamed for the hepatic in- 
jury which leads to scar-tissue replacement, 
but the modern concept is not that the alco- 
hol is directly responsible—though surely it 
is injurious in large quantities—but that 
the alcohol so injures the mucosa of the di- 
gestive tract that toxic substances reach 
the liver and the needed vitamins are not 
delivered to this great chemical retort for 
further elaboration. An additional reason 
for this condition of avitaminosis is that 
chronic alcoholics do not ingest sufficient 
food-stuffs to furnish the needed vitamins, 
as is attested by the frequency of “alcoholic” 
neuritis. 

These basic theories have been put to the 
test of animal experimentation by several 
observers, and the results of such studies 
have been applied to therapy in the human 
sufferer from cirrhosis. Butt and Snell" 
have recently summarized the subject, and 
recommend that cirrhotic patients be fed a 
diet containing 110 to 145 Gm. of protein 
daily, only half of which is derived from 
meat; that fats be strictly limited (60 Gm. 
daily); and that carbohydrates be given 
in relatively large amounts (350 to 500 Gm. 
daily). Then, basing their reasoning 
on the important work of Patek’, they 
suggest that all the vitamins be fed in ade- 
quate amounts (A and D in concentrated 
fish liver oil, 25,000 to 50,000 international 
units daily; 8 to 12 fluid ounces of citrus 
fruit juices daily; brewer’s yeast, 30 to 50 
Gm. daily, mixed with tomato juice or milk; 
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aqueous liver extract, Valentine’s, 1 ounce 
daily, or one of the crude liver extracts in 
3, to 5 cc. doses, three times weekly). 

Over a five year period the results of such 
dietary and vitamin therapy in early, nut too 
far advanced cirrhosis, have been most en- 
couraging. Obviously, early diagnosis is all 
important. “Much more attention should be 
paid to patients who have mild digestive dis- 
turbances, slight loss of weight and a pal- 
pable liver or spleen.” 


1. Butt, H. R., and Snell, A. M.: Recent Trends in Treat- 


ment of Cirrhosis of the Liver, Proc. Staff Meet. Mayo 
Clinic, 17:241 (April 22) 1942, 

2. Patek, A. J.. Jr.: Treatment of Alcoholic Cirrhosis of 
the Liver with High Vitamin Therapy, Proc. Soc. Exper. 
Biol. & Med. 37:329-8330 (Nov.) 1937. 


ok * * * 


IN UNION THERE IS STRENGTH 


Two reports submitted to the recent meet- 
ing of the House of Delegates should be con- 
sidered as supplementing each other. They 
are Dr. Manning’s report on the Hospital 
Saving Association and Dr. Ham McKay’s 
report for the Committee on Socialized Med- 
icine. While Dr. Manning’s report showed 
a good year for the organization, he stated 
that the greatest danger ahead of the Hos- 
pital Saving Association is the competi- 
tion of the commercial insurance companies, 
which are underbidding the Hospital Saving 
Association by offering at a lower rate a 
much inferior contract. 

In connection with this should be read 
the recommendation from Dr. McKay’s re- 
port that a committee be appointed by Dr. 
Cobb, as President of the Society, “to study 
and negotiate with the proper officers, or 
boards of directors, of the three insurance 
companies now approved by the House of 
Delegates of the Medical Society of North 
Carolina ... The principal function of such 
a committee would be to bring about a union 
of these medically sponsored insurance com- 
panies ... The committee believes that such 
a union would give the State Medical Society 
one strong non-profit insurance company 
which would be sponsored by and would re- 
ceive the support of the entire medical pro- 
fession of the state and the state hospital 
associations.” 

The course recommended by the Commit- 
tee on Socialized Medicine seems so logical 
that little comment is needed. Let us hope 
that the committee to be appointed by Dr. 
Cobb will be successful in its task; for it 
has the support of an overwhelming major- 
ity of the society’s membership. 








308 
CASE REPORTS 
CLINICO-PATHOLOGICAL 


CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 





L. L. F., a 50 year old farmer and factory 
worker, was admitted to the Burrus Memo- 
rial Hospital, High Point, on January 29, 
1942. The family history was irrelevant and 
the past history was negative except for hy- 
pertension of several years’ duration and a 
stroke about three years ago. The present 
illness began at noon on January 29, 1942. 
At that time, immediately before a meal, the 
patient noticed a mild pain in the epigastri- 
um and lower chest. He consulted a physi- 
cian, who gave him a cathartic. This pain 
was not severe and improved so that he re- 
turned to his work. At 4 o’clock on the same 
afternoon he was seized with an excruciat- 
ing pain in the same region, which radiated 
upward over his chest. He stated that this 
pain was markedly aggravated by deep 
breathing and was relieved entirely by hold- 
ing his breath. At the same time he had a 
feeling of numbness, but no pain, in his 
right arm. He vomited two or three times, 
but vomiting was not excessive. He was seen 
again by the same physician, who sent him 
to the hospital. 

On admission at about 8 p.m., or about 
four hours after the very severe pain 
started, he was found to have an axillary 
temperature of 97.4 F. and a leukocyte count 
of 20,000. At that time there were no abnor- 
mal physical findings except for a blood 
pressure of 212 systolic, 130 diastolic, which 
was about his usual level. On the morning 
of January 30 his systolic pressure had 
dropped 90 points and the diastolic pressure 
had declined about 40 points. At this time 
he was gray, pale and definitely in a state 
of shock. 

On the afternoon of January 30 the color 
and general appearance had improved, and 
at that time the following features were 
impressive: The patient was rather stupo- 
rous from morphine, but responded to ques- 
tions. He complained of pain on taking a 


deep breath, and said that his pain was re- 
lieved by holding his breath. There was defi- 
nite, although not striking distention of the 
veins of the neck. Respirations were about 
12 to 16 per minute and were Cheyne-Stokes 
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in character. The left side of the chest was 
fuller than the right but moved decidedly 
less than the right. The diminution of move- 
ment was particularly marked in the left 
upper region. A striking feature was that, 
although there were marked pulsations of 
the entire left side of the chest with the 
heart beat, no point of maximum impulse 
could be felt in spite of the history of well 
marked hypertension. The cardiac dullness 
could not be made out, nor could the cardiac 
flatness. There was hyper-resonance and al- 
most tympany in the region of the heart. 
The right border could be poorly percussed 
about 5 cm. to the right of the sternum. 
Heart sounds were loud. The pulse was 
bounding. The maximum systolic pressure 
was 130 and the minimum diastolic 90. The 
pulse was distinctly paradoxical, there being 
about a 15 mm. difference in the blood pres- 
sure between inspiration and expiration. On 
careful auscultation the heart sounds seemed 
slightly scratchy at the base, but one could 
not be sure. There was also a suggestive 
“clunking” sound at the base of the heart, 
but this, too, was quite indefinite. However, 
in the suprasternal notch there was a well 
marked to-and-fro rub synchronous with the 
heart action, and a distinct systolic ‘“‘clunk’”’. 
Over the left upper lobe anteriorly the 
breath sounds were well heard and were not 
abnormal in quality. However, in this same 
region the percussion note was markedly 
tympanitic as compared to the right. At the 
left axilla, and to a lesser extent in the left 
base, there was well marked tubular breath- 
ing, which was somewhat suppressed. In 
this region there was flatness and egophony 
with, however, well transmitted tactile frem- 
itus. The “coin sign” could not be elicited. 
Examination of the right lung revealed no 
abnormalities of any kind, except that the 
right border of the heart seemed to be, on 
percussion, definitely to the right of the nor- 
mal position. It was noted that turning the 
patient on the right side for examination 
caused intense cyanosis, dyspnea and pain. 
Turning the patient on the left side caused 
no such symptoms. The abdominal examina- 
tion was not remarkable. The patient’s color 
at this time was fairly ruddy and distinctly 
better than it had been the same morning. 
It is of importance to note that the physi- 
cal findings which were so striking on the 
afternoon of January 30 were not present 
on the evening of January 29 when he was 
carefully examined, and were not noted on 
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the morning of January 30 when he was 
casually examined. 

An x-ray was taken with the patient lying 
on his back. This showed marked oblitera- 
tion of the entire lung field on the left. The 
shadow of the density was possibly not as 
great as that of fluid, but was very much 


greater than that of air. The patient was 
then turned on his left side and another plate 
was taken. This showed extreme density of 
the entire lung field and looked as though 
the entire left side of the chest were filled 
with fluid. An electrocardiogram on the 
morning of January 30 showed no abnorm- 
ality of any kind other than a left axis devia- 
tion and rather striking prominence of the 
T wave in lead IV, which had a higher volt- 
age than usual. His white blood cell count 
on the afternoon of January 30 was 24,000. 
On the morning of January 31 the patient 
had become very much worse and was prac- 
tically moribund. At this time the left side 
of the chest was tapped and pure blood was 
obtained. He died a few hours later. 


Discussion 


Dr. ARTHUR GROLLMAN: The outstanding 
points in this report were: (1) blood in the 
left thoracic cavity, (2) a displacement of 
the heart to the right, (3) physical signs 
suggestive of a mass in the mediastinum ob- 
structing the left bronchus, and (4) lack of 
evidence of myocardial failure. These find- 
ings immediately suggest a rupture of the 
aorta as the probable diagnosis. Since there 
is no history suggesting a preexisting an- 
eurysm, we must conclude that we are deal- 
ing with a rare instance of spontaneous rup- 
ture rather than with the rupture of an 
aneurysm. The rupture in this patient must 
have occurred in the descending portion of 
the aorta rather than in the arch or in the 
ascending portion (where most of them oc- 
cur). The locus of the break must have been 
opposite the point (about the level of the 
fourth thoracic vertebra) where the de- 
scending aorta crosses the left bronchus. 
This explains the very carefully noted and 
described physical findings in the patient, as 
well as the location of the pain. Because the 
left bronchus was occluded, air could enter 
the lung on inspiration but could only be 
partially expelled on expiration—hence the 
observed fullness and limitation of move- 
ment of the left chest. As a result of the 
over-distention of the left lung and the pres- 
ence of blood in the thorax there was tym- 
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pany with tubular breathing over the left 
upper lobe anteriorly, and flatness to percus- 
sion and egophony at the base. Interference 
with the ventilation of the left lung was re- 
sponsible for the fact that turning the pa- 
tient on his right side resulted in cyanosis 
and dyspnea; this maneuver fixed the right 
chest, which alone could be aerated. The 
paradoxical pulse is explained by the pres- 
ence of a mass in the mediastinum. The 
movements of the left chest with the absence 
of a point of maximum cardiac impulse, and 
the shift of cardiac dullness to the right are 
what one would expect to follow the pres- 
ence of blood in the left thoracic space with 
inflation of the upper portions of the lung 
due to compression of the bronchus. In view 
of the rapidity with which the leukocyte 
count rose to 20,000, we must explain this 
rise as a reflex phenomenon initiated by im- 
pulses from the aorta. Leukocytosis induced 
by stimuli from the central nervous system 
is known to occur, although it is infrequent. 
As regards the etiology of the observed 
rupture, we must conclude in the absence of 
other details in the history that it resulted 
from medionecrosis secondary to disease of 
the nutrient vessels in the aorta. The first 
symptoms observed were probably due to 
thrombosis of these vessels. Four hours 
later, the rupture occurred, with the forma- 
tion of an aneurysmal dilatation which com- 
pressed the left bronchus. Gradual leakage, 
together with a second tear, ultimately com- 
pleted the process. The disease of the vasa 
vasorum was probably secondary to the 
long-standing hypertension, which was, I be- 
lieve, of the so-called “essential” type. At 
autopsy, therefore, other evidence of the 
usual findings of vascular changes associated 
with hypertension, together with athero- 
sclerosis, would probably be found. 


Clinical Diagnosis 
Rupture of a bronchial artery. 
Dr. Grollman’s Diagnosis 


Spontaneous rupture of the descending 
portion of the aorta due to medionecrosis. 

Left hemothorax. 

Essential hypertension with generalized 
arteriolosclerosis. 


Anatomical Report 


An irregular tear was demonstrated in the 
aorta 8 cm. above the aortic valve. The area 
two- 


of rupture involved approximately 
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thirds of the circumference of the vessel. 
The torn edges were separated for a dis- 
tance of 8 mm. and the base of the crater 
was formed by blood clot. From this area 
large amounts of blood clot extended in all 
directions. The blood under pressure had 
dissected upward as far as the neck, and 
downward as far as the bifurcation of the 
aorta. The pericardium was markedly in- 
volved, but the sac was free of blood. 

The left pleural cavity contained about 
300 ec. of blood and blood clot. The entire 
lower lobe of the left lung and the posterior 
two-thirds of the upper lobe appeared to be 
airless, while the anterior portion of the up- 
per lobe of the left lung was very crepitant 
and appeared to contain more air than nor- 
mal. 

Microscopic examination of the point of 
rupture revealed irregular edges. The vasa 
vasorum were sclerotic, and in many in- 
stances lumen obliteration was complete. 
The kidneys and other organs showed arter- 
iolosclerosis and the heart was of the type 
seen ordinarily in hypertension. 

Arterial rupture was of course due to 
ischemic necrosis which in turn was a result 
of arteriosclerotic narrowing and oblitera- 
tion of the intimate vasculature of the 
organ. 

Anatomical Diagnosis 
1. Arteriosclerosis of the vasa vasorum 
of the aorta resulting in necrosis of 
the media with spontaneous rupture of 
the vessel. 


2. Left hemothorax. 
3. Myocardial hypertrophy. 
4. Generalized arteriolosclerosis. 





Early Discovery of Tuberculosis—For the great 
majority of patients with chronic pulmonary tuber- 
culosis, even those with advanced disease, there was 
a time in their illness when their lesion was so 
minimal that treatment was chiefly a matter of a 
few months’ bed rest under the care of the general 
practitioner. The key problem, therefore, in chronic 
pulmonary tuberculosis is not how to treat the di- 
sease but rather how to discover it in time. There 
is no disease where the fate of the patient is more 
in the hands of the general practitioner. His under- 
standing of the nature and potentialities determines 
more than anything else the ultimate results of 
treatment. Just as a truly early lesion is almost 
a guarantee of certain and prompt cure under 
proper management, inasmuch as approximately 96 
per cent of early cases recover, so in the advanced 
cases, even with the most skilful management by 
pneumothorax, thoracoplasty, etc., the chances for 
recovery are little better than half. —Edgar Mayer: 
Treatment of Pulmonary Tuberculosis From the 


Standpoint of the General Practitioner, New York 
42:812 (April 15) 1942. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 


DUKE UNIVERSITY SCHOOL OF MEDICINE 
DURHAM 


A 22 year old colored female was seen in 
the medical outpatient clinic on March 17, 
1942, with a chief complaint of recurrent 
gnawing epigastric pain of four days’ dura- 
tion. 

One brother was found to have tubercu- 
losis at the age of 29, and is now in a sana- 
torium; otherwise the family history was 
negative. The patient had been married 
seven or eight months; her husband, aged 
35, was living and well. She had one child, 
aged 6, living and well. As far as could be 
determined the patient had no cardiac or 
toxic symptoms associated with her one 
pregnancy. Her previous health had been 
excellent. She had had a few of the child- 
hood diseases without sequelae. About one 
year ago she had a catching pain in the left 
hip which lasted for about three weeks, 
necessitating about one week’s bed rest. She 
denied any other joint involvement, epistax- 
is, abdominal pain, fever or weight loss asso- 
ciated with that illness. There was no his- 
tory of chest pain, edema, palpitations, or- 
thopnea, cyanosis, dyspnea, cough or hemo- 
ptysis. The patient’s average weight was 
about 146; the weight upon admission was 
124. 

The patient was well until eight days be- 
fore admission, when she suddenly felt hot 
and weak and noticed that her heart began 
to flutter. After she lay down for a few 
minutes these symjtoms slowly disappeared. 
Since that time she had had four similar 
attacks. Four days before admission she 
noticed the onset of a nagging or gnawing 
dull aching pain in the epigastrium. This 
pain lasted for a few hours and gradually 
disappeared. Since then, however, she had 
had the same type of pain almost contin- 
uously, associated with nausea but no hema- 
temesis. Two days before admission she 
developed a dull aching pain in her right 
shoulder which did not seem to be related 
to the epigastric pain or palpitation. During 
the two days previous to admission the pa- 
tient had to sleep sitting up, and was unable 
to do any work. 

Her temperature on admission was 37.2 
C., the pulse 165, respirations 20, blood 
pressure 100 systolic, 80 diastolic. Physical 
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examination revealed a slightly orthopneic 
female without any evidence of cyanosis. 
There were a few shotty, non-tender, freely 
movable cervical nodes. The tongue was 
heavily coated and quite dry. The thyroid 
gland was not palpable but the cervical veins 
were somewhat distended. The lungs were 
clear to auscultation and percussion. There 
was no precordial thrill. The left border of 
cardiac dullness extended 8 cm. to the left 
of the midsternal line in the fifth interspace. 
The heart sounds were rapid and slightly 
irregular; there were no murmurs. The 
heart sounds were forceful but the pulse was 
weak and very difficult to count. Carotid 
sinus pressure did not affect the cardiac 
rate or rhythm. There was marked tender- 
ness over the epigastrium and right upper 
quadrant, but the liver was not thought to 
be enlarged. No abdominal masses were pal- 
pated, and there was no evidence of either 
sacral or ankle edema. Otherwise the physi- 
cal examination was negative. 

At this time it was thought that the pa- 
tient had neurocirculatory asthenia and 
sino-auricular tachycardia, and for that rea- 
son a fluoroscopy of the chest and an elec- 
trocardiogram were done. During the next 
twenty-four hours all of the patient’s symp- 
toms became slightly more marked, but no 
new symptoms or physical findings could be 
elicited. It was the opinion of the senior 
consulant that there was no cardiac enlarge- 
ment or murmurs and that carotid sinus 
pressure had no effect on rate or rhythm. 
Also it was his impression that there was 
no serious underlying heart disease. He did 
not think that the patient had cardiac fail- 
ure. 

Laboratory examination showed the hem- 
oglobin to be 79 per cent. There was a slight 
trace of albumin in the urine, which had a 
specific gravity of 1.026 and an occasional 
red blood cell. The blood Wassermann test 
was negative. Fluoroscopy and films of the 
chest showed a diffuse linear increase in 
markings throughout the lung fields with 
enlargement of perihilar lymph nodes in 
both the left and the right sides. Cardiac 
pulsations were almost imperceptible but the 
heart was not enlarged. The esophagus ap- 
peared normal when barium was swallowed, 
and the trachea was neither compressed nor 
deviated, but the mediastinum was filled 
with enlarged lymph nodes. The electro- 
cardiogram revealed a ventricular tachy- 
cardia, rate 180, The QRS complexes showed 
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predominant negative deflection in all leads; 
there were notched, slurred, and widened 
QRS complexes in all leads, and cyclic inter- 
ruption of ventricular extrasystoles in lead 
III, probably from a different focus. Carotid 
sinus pressure had no effect. The ventricu- 
lar tachycardia was consistent with myocar- 
dial disease. 

The patient was admitted to the ward and 
placed at complete bed rest in a semi-recum- 
bent position. She was given .4 Gm. of 
quinidine sulfate immediately, and this dose 
was repeated twice at hourly intervals, for a 
total of 1.2 Gm. At this time the cardiac 
rate was 156 to 160. Five hours after the 
beginning of quinidine therapy the patient 
was given an additional dose of .4 Gm. Seven 
hours after admission, at which time the 
patient had received 1.6 Gm. of quinidine 
sulfate, she was resting fairly comfortably, 
sleeping some occasionally without sedation. 
At this time the apical rate was 90 per min- 
ute and slightly irregular; sounds were 
forceful. Approximately nine hours after 
admission the apical rate was checked by 
the nurse in charge, who stated that it was 
80. About ten hours after admission the pa- 
tient gasped a few times for breath and ex- 
pired quietly. There is no knowledge of the 
cardiac rate or rhythm just prior to death. 


Discussion 


DR. CHRISTOPHER JOHNSON: It seems rea- 
sonably clear from the history and physical 
findings that the patient’s difficulty was car- 
diac, and that the evidences of disturbed 
circulation were due not to cardiac failure 
per se, but to failure of the rapidly beating 
heart to act sufficiently as a pump. The de- 
velopment of marked tachycardia is usually 
followed by increased venous pressure, and 
in spite of the negative physical findings, one 
might assume that there is engorgement of 
the liver. This rapid development of chronic 
passive congestion might account for the 
epigastric pain, nausea, and vomiting. Often 
it is difficult to decide whether the patient 
admitted to the hospital in cardiac failure 
has nausea and vomiting from the failure it- 
self, or from over-dosage of digitalis. 

Once in a while a patient with ventricu!ar 
tachycardia will make a satisfactory recov- 
ery, without evidence of serious underlying 
cardiac damage, but these cases are rare; 
and the almost universal rule is that ventric- 
ular tachycardia is indicative of severe 
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underlying myocardial damage. The dis- 
order of rhythm is most frequently encount- 
ered in patients with myocardial infarct. 
The mode of termination in this case is un- 
known, but the most frequent termination in 
ventricular tachyeardia is the development 
of ventricular fibrillation. 

The history and general findings were not 
suggestive of the rheumatic type of heart 
disease, and in this connection the normal 
temperature on admission should be noted. 
The white blood cell count has not been 
given. One might consider the rare possibil- 
ity of a coronary occlusion, but this is prac- 
tically unknown in an individual of 22 years. 
The history would indicate that the patient’s 
heart was entirely norma] up until the onset 
of her first symptoms eight days prior to 
admission. 

The following points seem to be of signifi- 
cance: 

1. Her brother is now in a sanatorium 

with tuberculosis. 

2. The patient’s weight fell from 146 to 
127 over an unknown period. 

8. Enlarged perihilar lymph nodes were 
noted in an x-ray film of the chest. 

4. Ventricular tachycardia, suggesting 
an irritable focus in the heart, gener- 
ating impulses at a rapid rate, was 
present. 

In view of these findings, it would seem 
that the correct clinical diagnosis in this 
case would be tuberculous myocarditis or 
possibly a single tuberculous focus in the 
ventricle. This is a rare condition, but !t 
would appear that this is an unusual case, 
and therefore the diagnosis of a rare condi- 
tion is perfectly permissible. Even though 
this diagnosis may be entirely incorrect, it 
seems to me that it is the only one possible 
with the clinical information at hand. 


Pathological Findings 


DR. STEDMAN SMITH: The autopsy was 
done approximately seven hours after death. 
The body was that of a well nourished and 
well developed colored female looking ap- 
proximately the stated age of 22. There 
were no abnormalities noted in the external 
examination. 

Thoracic cavity: The left pleural cavity 
contained 150-200 cc. of a rather cloudy, 
yellowish green fluid. The pleural surfaces 
were all smooth and glistening except at the 
left apex, where there was a rather firm, 
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fibrous adhesion. The lungs were gray in 
color and mottled with black streaks and 
fairly well collapsed. The pericardial sur- 
faces were all smooth and glistening, and 
there were about 20 to 30 ec. of a rather 
clear yellow fluid present. 

The mediastinal lymph nodes were greatly 
enlarged and fleshy in consistency. Two of 
the upper mediastinal groups of nodes meas- 
ured 7 or 8 em. in diameter, and were 
nodular; some of the nodules were quite 
firm. The cut surface showed a fleshy con- 
sistency, and in the central portion of many 
of the nodes there was a dark, black dis- 
coloration with old fibrous scars. 

Heart: The epicardium was smooth and 
glistening. The large vessels had their nor- 
mal relationships. The aorta was smooth 
and elastic with a few small yellowish 
plaques about the coronary orifices which, 
however, did not occlude the lumen. The en- 
docardium was smooth and glistening. The 
mitral valve showed some nodular thicken- 
ing, but the rest of the valves were fine and 
filmy. The heart weighed 225 Gm. None of 
the valves showed any evidence of stenosis 
or incompetence. The left ventricular wal] 
measured 2.5 em. in thickness, and the right 
ventricular wall .6 cm. The coronaries were 
patent throughout and the walls were 
smooth. On the cut surface of the heart the 
myocardium presented a firm yellowish 
white tissue which completely replaced the 
muscle tissue in all the papillary muscles of 
the left side and extended almost completely 
through portions of the wall in the left ven- 
tricle, there being only a thin shell of myo- 
cardium measuring 1 or 2 mm. in thickness 
in some areas. Very little of this change 
was noted in the right side of the heart, and 
that which was present was located in the 
papillary muscles. 

Lungs: The pleural surfaces were all 
smooth except for one tag at the left apex. 
Cut surface showed the color to be pinkish- 
gray, with the upper lobe and the region 
about the hilus more gray in color than the 
rest of the lung. The upper lobes were quite 
firm and showed very little crepitation; 
after a short time in a fixative there were 
multiple small nodules noted throughout 
which measured less than 1 mm. in size and 
were yellowish white in color. The hilar 
lymph nodes also showed the enlargement 
and fleshy consistency noted in the medias- 
tinal nodes. 
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The bronchi contained a slight amount of 
frothy material. 

Abdominal cavity: All the surfaces were 
smooth and glistening and all the organs 
bore their approximately normal relation- 
ships. The spleen weighed 225 Gm. and had 
a dark blue, wrinkled capsule. A cut section 


showed the usual fleshy consistency. The 
malpighian bodies were easily made out. 


There was one rather firm, fibrous white 
plaque in the capsule of the spleen which 
measured about 1 mm. in thickness and did 
not involve the pulp beneath. The rest of 
the abdominal organs showed nothing es- 
pecially worthy of note, except that there 
was a marked lymphadenopathy in the para- 
aortic chain in the abdominal region. These 
glands presented the same gross appearance 
as those in the thoracic cage, being large and 
fleshy in color. 

Microscopic examination. At the wall of 
the left ventricle and in the papillary mus- 
cles a diffuse granulomatous inflammatory 
process was seen which consisted mainly of 
small round cells and giant cells, both of 
which were the typical Langhans variety. 
Muscle fibers in this region were completely 
lost and in the peripheral portions could be 
seen undergoing degenerative changes. 
There was an increase in fibrous connective 
tissue which was of a relatively fine charac- 
ter. In some areas in the left ventricle this 
diffuse granulomatous inflammatory process 
occupied about three quarters of the entire 
wal]. In other areas it was more patchy 
and there were small, tubercle-like lesions 
containing inflammatory and epithelioid cells 
scattered throughout the myocardium. The 
pericardium was uninvolved but the endo- 
cardium could be seen to be undergoing in- 
flammatory change in many areas. There 
were no mural thrombi located on the endo- 
cardia) surface, however. 

Throughout the lungs there were scat- 
tered tubercles, many containing giant cells 
of the Langhans type, others having multi- 
nucleated cells with occasionally as many as 
fifty nuclei. There was a mantle of small 
round cells about most of the tubercles. 

Hilar lymph nodes showed a marked de- 
gree of scarring, with dense fibrous connec- 
tive tissue and a good deal of pigment in 
the central portion of the scar. About the 
scar, however, there was _ hyperplastic 


lymphoid tissue which contained numerous 
smal] tubercle-like lesions consisting of 
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lymph nodes which for the most part were 
merely epithelioid cells with some fibrous 
connective tissue. Occasional giant cells were 
present, many of which were of the Lang- 
hans variety. In many of the nodes, these 


small tubercles were of the discrete type 


seen in Boeck’s sarcoid. In other cases they 
were more confluent and collapsing. 

The liver and spleen also showed scattered 
tubercles of the variety just mentioned. It 
is interesting to note that in the spleen a 
great many of these epithelioid tubercles 
occurred in the malpighian corpuscles. Giant 
cells were relatively rare in the spleen. Acid 
fast stains of al] these lesions failed to re- 
veal any tubercle bacilli. Bacterial stains 
were carefully studied for evidence of any 
bacteria] organisms or fungi, but none was 
found. 

Interpretation of case: The _ histological 
diagnosis in this case certainly lies between 
tuberculosis and Boeck’s sarcoid. The litera- 
ture contains similar cases, reported under 
both diagnoses, and in one case reported as 
tuberculosis the authors were unable to 
demonstrate acid fast organisms in any of 
the lesions. 


Anatomical Diagnosis 


Extensive tuberculous myocarditis (al- 
though Boeck’s sarcoid cannot be ruled out). 

Massive mediastinal lymphadenopathy 
with moderate involvement of  peri-aortic 
nodes. 

Searring and scattered tubercles through- 
out both lungs, the liver, and the spleen. 





Vitamin Films in Color 

Eli Lilly and Company, Indianapolis, announces 
the release of three 16-mm. silent motion pictures 
in color descriptive of vitamin deficiency diseases. 
The films are available to physicians for showing 
before medica) societies and hospital staffs. One 
deals with thiamine chloride deficiency, one with 
nicotinic acid deficiency, and the third with aribo- 
flavinosis. The major part of a)) films concerns 
the clinical picture presented by the patient with 
reference to treatment by diet and specific medica- 
tion. They do not contain advertising of any de- 
scription, nor is the name of Eli Lilly and Company 
mentioned. 

The films were made at the Nutrition Clinic of 
the University of Cincinnati at the Hillman Hos- 
pital, Birmingham, Alabama, where studies were 
initiated in 1935. under the joint auspices of the 
Department of Internal Medicine of the University 
of Cincinnati and the University Hospitals of 
Cleveland. Subsequently, these investigations 
came a co-operative project between the Depart- 
ments of Medicine of the University of Cincinnati 
and the University of Alabama, and the Department 
of Preventive Medicine and Public Health of the 
University of Texas, 


be- 
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MEDICOLEGAL ABSTRACT 
J. F. Owen, M. D., LL. B., 
Raleigh 


Naturopaths: In suits for negligence non- 
drug giving practitioners are judged by 
their own standards. Members of their 
profession are competent as expert wit- 
nesses as to qualifications. Being unlicensed 


is no evidence of negligence. 


This is a case in which an unlicensed practitioner 
of naturopathy was sued in an effort to recover 
damages for the wrongful death of a child. The 
administrator, who was the father, instituted the 
suit. The complaint alleged that the defendant he!d 
himself out as a doctor of naturopathy, possessing 
the requisite skill and learning to diagnose and 
treat diseases by natural methods without the ad- 
ministration of drugs or surgery; that without hav- 
ing been licensed or qualified under the statute as 
a non-drug giving practitioner and without possess- 
ing the requisite knowledge, learning and skill in 
the subjects of anatomy, physiology and diagnosis 
he undertook to treat the plaintiff’s son with the 
result that the child died because of negligence and 
want of skill of the defendant; that the child had 
diphtheria, which the defendant negligently and im- 
properly treated as tonsillitis, permitting the child 
to have only fruit juices for a period of two weeks 
and failing to give proper care and attention until 
the child was almost in extremis, when regular 
practicing physicians were called in and diphtheria 
antitoxin was administered, but too late to save 
the child’s life. In his answer the defendant denied 
the above mentioned allegations of negligence and 
want of skill in the treatment of the plaintiff’s son; 
he alleged that the treatment given was in accord 
with the teachings and methods of naturopathy, 
which he was qualified to practice, and denied that 
the death of the child was due to any act of negli- 
gence on his part. 

At the trial the defendant produced two natur- 
opaths as expert witnesses, but the court excluded 
their testimony, holding that they were not qualified 
to testify as experts. It was intended to show by 
these two practitioners that the treatment of the 
child was in keeping with the practice of natur- 
opathy generally and conformed to the teachings 
and practices of naturopathy in diseases of this 
kind. 

It was brought to the attention of the court that 
the doctor had not gone through the formality of 
obtaining a license for the practice of his profession 
in this state. The defendant’s attorneys requested 
the court to charge the jury as follows: “The 
court charges you further that the fact that the 
defendant did not procure a license to practice 
naturopathy in this state cannot be considered by 
you as evidence of negligent treatment of plaintiff’s 
intestate. The fact that he had no license to prac- 
tice his profession could not be a proximate cause 
of the injury complained of. The plaintiff must 
satisfy you by the greater weight of the evidence 
of the negligent or unskillful treatment on the part 
of the defendant, and his failure to procure a license 
is no evidence of either.” The judge refused to 
give the charge as requested by the defendant’s 
attorney, and as a consequence the jury evidently 
took into consideration the fact of his being unli- 
censed in arriving at their conclusion. The jury 
returned a verdict favorable to the plaintiff and 
awarded him the sum of $1400 in damages, where- 
upon the defendant appealed to the Supreme Court. 
When the case came on for consideration before 





June, 1942 


the Supreme Court this tribunal stated that prac- 
titioners of particular schools of healing must pos- 
sess and apply with reasonable care and diligence 
the skill ordinarily possessed by like practitioners, 
but are not required to possess the highly technical 
skill or the knowledge and learning of the well 
recognized schools of medicine and surgery. The 
court also found that the witnesses intended to be 
placed upon the stand by the defendant as experts 
should have been included, inasmuch as they were 
in fact experts upon the question of the proper 
treatment of a patient under their system of prac- 
tice. With reference to the defendant’s being un- 
licensed, it was held that this was irrelevant to the 
issue of negligence involved in the civil action and 
that it was error to admit evidence and submit is- 
sues in the civil action relating to the defendant’s 
failure to obtain license. He should, however, be 
indicted and tried on a criminal charge for failure 
to comply with the law. The Supreme Court upon 
the basis of the above findings ordered a new trial 
for the defendant. (North Carolina Supreme Court, 
v. 210, p. 230. Decision rendered fall term, 1936). 





MILITARY MEDICINE 


LETTER FROM STATE CHAIRMAN FOR 
PROCUREMENT AND ASSIGNMENT 


Raleigh, N. C. 
May 9, 1942 


To District Chairmen and County Defense 
Boards for Procurement and Assignment Service: 

I am trying to keep you informed about all 
matters concerning our office and duties. To date 
the Central Office has sent to us the names of 130 
physicians for clearance. Of this number about 85 
per cent have been investigated by our Defense 
Committees and District Chairmen and marked 
available. 

On April 24, 1942 the State Chairmen of the Pro- 
curement and Assignment Office of Civilian Defense 
for Medical Services were called to Washington 
for a conference by Dr. Frank Lahey, the President 
of the American Medical Association. The purpose 
of the meeting was to formulate plans for the 
immediate procurement of 5,000 physicians within 
the next sixty days. 14,000 additional physicians 
will be needed by the first of January, 1943. It is 
planned to have about 28,000 physicians in the 
Army by 1943. In the United States there are ap- 
proximately 180,000 physicians. Of these there are 
8,000 women physicians, 8,000 retired physicians, 
and 8,000 alien physicians. This leaves a pool of 
156,000 physicians from which to draw the 28,000 
physicians needed for the Army. Many of these 
physicians are over 55 years of age and are, there- 
fore, not eligible for commissions in the Army. 

For the reason that many of the older men are 
physically impaired and the fact that only a limited 
number of commissions in the higher ranks are 
available, which are suitable to older men, those 
over 55 are not being accepted by the Army. It is 
desired to fill in the ranks of the Medical Corps 
with men of 45 and younger as far as possible. 

The first pattern of a war man power board was 
set up by the American Medical Association. 

The American Medical Association list showed 
that 50 per cent of the physicians would go vol- 
untarily. Thirty thousand physicians signed up to 
go whenever the Army needed them immediately 
after Pearl Harbor. The men of the age group of 
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60 to 80 were the most bloodthirsty. The program 
for securing the necessary physicians in the 
younger age groups for one reason or another 
lagged. Therefore, a recruiting campaign is to be 
set up in every state to secure the necessary person- 
nel for the Medical Corps. To this state have been 
assigned Major Roy Tatum of the Medical Corps 
and Major Carmichael of the Infantry Branch of 
the Army as Recruiting Officers. They are to work 
with the Procurement and Assignment Service in 
this state. It is, therefore, necessary for us to 
have a complete list of physicians of North Caro- 
lina embodying their ages, health, dependency, 
specialty, and availability. 

Those marked available will be approached by 
the Recruiting Officers and asked to apply for a 


commission in the armed forees of the United 
States. These physicians will be aided in securing 
an examination at an early date at the nearest 


Army Station Hospital and commissions will be 
issved as quickly as possible. 

Every physician has been. furnished an _ enroll- 
ment form which he is expected to fill in immedi- 
ately. The names of all who have expressed will- 
ineness will be transmitted to the Recruiting Board. 
July 1 is the final date for the completion of forms. 

It has been the plan of the procurement and 
assignment office of North Carolina to organize the 
state so that every physician in the state could be 
classified as to his availability and lists be main- 
tained which were up to date. These lists make it 
possible for us to give to the Central Office in 
Washington almost immediate information about 
any man whose name they send to us asking about 
his availability for service. In addition it gives 
to the Recruiting Officers a list of names which they 
can use for the immediate need which is imperative. 
This has been accomplished by loyal and unselfish 
endeavors of the Defense Committeees of the county 
societies and the Chairmen of the different sections 
of North Carolina who have helped to get some 
counties to organize defense committees and have 
been cooperative in securing information concern- 
ing the available physicians in their section. We 
are cooperating with the Selective Service Boards 
in this and in other states in supplying necessary 
data as to availability. 

North Carolina is a large state and is largely 
rural in population. It would not have been pos- 
sible to organize and secure adequate and prompt 
information without the aid of our District Chair- 
men and our Defense Committees. Theirs has been 
a patriotic and hard duty to perform. On the basis 
of present army needs North Carolina’s proportion- 
ate allotment would be approximately 260 men. For 
the total of 28,000 physicians for the Army by 1943 
our proportionate share would be 520 physicians. 
It was stated from the Surgeon General’s Office that 
the needs of the Army could be filled by physicians 
between the ages of 24 and 45. 

Up to the age of 37 a man is recommended for a 
first lieutenancy. If he has exceptional training 
in a specialty and has passed the American Board 
examinations in his specialty he is recommended 
for a captaincy. Between the ages of 37 and 45 
he is recommended for a captaincy. If the man 
between the ages of 45 and 50 cannot be commis- 
sioned as a Major, it is best not to commission him. 
The man above 50 will be scrutinized very carefully 
and in addition to the usual physical, serological, 
and x-ray examinations will have to furnish a sat- 
isfactory electrocardiographic tracing. 


Lietenant Colonels and Colonels will be very 
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searce, as there are few vacancies in these ranks. 
They will be above 50 years of age. Creative units 
or affiliated units, as base hospital units are called, 
will be taken into service as needed. Five have been 
activated into the service and are now units of the 
United States Army. The great need is for 
younger medical officers to serve with the troops. 


The Pay Schedule for Medical Officers is as follows: 


With Dependents Without Dependents 
Lt. Colonel $5,588 $4,676 
Major 4,848 3,936 
Captain 3,792 3,336) 
int. EA. . 3,152 2,696 
2nd. Lt. 2,196 2,196 


Under the Selective Service Act a commissioned 
officer’s salary covers dependency for his family. 

A local Board can re-classify a man at any time. 
It is necessary to do so at least every six months. 
If a man refuses to co-operate his local Board may 
induct him into service as a private. The Army has 
the final decision as to a man’s physical fitness for 
service. A man can have only two thirty-day de- 
ferments by his local Board. If a man turns down 
a commission offered to him, believing it to be a 
lower one than he is entitled to. he may be inducted 
as a private by his local Board. 

Men will be accepted for a limited service who 
have physical defects provided they do not interfere 
with duty and are not evidences of progressive di- 
sease. Veterans who have drawn disability com- 
pensation (if this disability no longer exists) and 
who are able to pass the necessary examinations, 
will be accepted. 

There is a recognized need for a medical admin- 


istrative corps to replace professional men. An 
officer candidate school has been: established. The 
minimum course is three months. 500 candidates 


per month will be taken. Requirements are high 
for appointments to the Sanitary Corps.  Sani- 
tarians, Biochemists and some other highly trained 
personnel are accepted. Appointments come through 
the Surgeon General’s Office. Pharmacists rate 
enlisted men. 

A graduate of a substandard school having license 
to practice in a state has the same legal status as 
a graduate of a class A school. Osteopaths and 
chiropractics will not be commissioned in the Med- 
ical Corps. 

Colonel Sealy of. the Procurement and Assign- 
ment Office surveyed the physicians of the 3,072 
counties of the United States and found that one- 
third of these are specialists. Of necessity in the 
Army many physicians who are specialists will have 
to be used as general medical officers, especially 
those in the younger age groups. The Army’s need 
for specialists will be determined as the Army ex- 
pands. For instance 2,500 doctors are neded for 
the Air Corps now and the need will be 600 per 
month additional until 1943. 

The Selective Service Act still empowers the local 
board to have control over its registrants, includ- 
ing all physicians registered for the draft. Service 
in the Army is compulsory only when a man’s Board 
orders it. The right of appeal to the Appeal Board 
exists. 

Again thanking you for 
assistance, I am 


as 


your cooperation and 


Very truly yours, 


Hubert B. Haywood, M.D., Chairman 
For Procurement and Assignment for 
Medical Service for North Carolina. 





316 NORTH CAROLINA 


OFFICE OF CIVILIAN DEFENSE 


Regulations for the administration of the Blood 
and Plasma Bank Program of the Medical Division 
of the United States Office of Civilian Defense have 
now been prescribed, and funds are available for 
grants to assist approved hospitals in establishing 
blood and plasma banks. Only hospitals within 300 
miles of the Atlantic, Pacific or Gulf coasts are eli- 
eible for such grants. After July 1, 1942, these 
geographical restrictions may be modified, so that 
grants may be made to inland hospitals. Applica- 
tions should be addressed to the Chief Medical Offi- 
cer, United States Office of Civilian Defense, Wash- 
ington, D. C. 

Technical manuals on blood and plasma _ banks, 
prepared by the Subcommittee on Blood Substitutes 
of the Division of Medical Sciences, National Re- 
search Council are now available for distribution 
on request of any hospital to the Chief Medical 
Officer, Office of Civilian Defense. 

The Red Cross has established eighteen donor 
centers in various parts of the country which are 
successful in obtaining an adequate supply of blood 
donors for military purposes. Blood for the produc- 
tion of dried plasma for Civilian Defense purposes 
will also be obtained from these sources. 

Hospitals which establish their own blood and 
plasma banks with the financial assistance of the 
Office of Civilian Defense are advised to build up 
their reserves of blood and plasma by expanding 
blood collection from relatives and friends of pa- 
tients who are to receive transfusions. A_ public 
campaign for volunteer donors which may compete 
with the work of the Red Cross should be avoided 
if possible. If public solicitation is necessary, hos- 
pitals should appeal to the local chapters of the 
American Red Cross for assistance in recruiting hos- 
pital donors. Blood donor campaigns by agencies 
other than the Red Cross will tend to confuse the 
public and may interfere with the blood collection 
by the Red Cross for the armed forces. 





UNITED SERVICE ORGANIZATIONS, INC. 


First aid kits, and preliminary and advanced 
courses in first aid, are a part of the equipment and 
activity to be found in many of the 695 USO units 
in continental United States, it was announced to- 
day following completion of a survey by Robert 
Heininger, Director of the Program Division of 
United Service Organizations. 

Wives of men serving in the armed forces of the 
nation, as well as the soldiers, sailors and marines 
themselves, are seeking the advanced instruction, 
given in co-operation with experts of the American 
Red Cross, Mr. Heininger said. 

“Proficiency in first aid,” said Mr. Heininger, 
“has virtually become a necessity for civilians to- 
day, and it is obvious that members of our fighting 
forces cannot be too expert in first aid. Naturally, 
USO is extremely pleased at this heightened inter- 
est in first aid training, and the increased use of 
the ever-growing facilities of USO.” 





Aliens who strike at dawn without warning, 
killing and maiming our young men, are no more 
successful in their onslaught than tubercle bacilli 
that strike youth insidiously at the first flush of 
adult life. Nor is it any more permissible for those 
who direct the destinies of college students to be 
blind and deaf to repeated warnings of the menace 
that wounds and slays than it would be for a com- 
mander to awaken to danger only after the foe had 
delivered a damaging blow. Charles E. Lyght, M. 


D. Journal-Lancet, Apr. 1942. 
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INAUGURAL REMARKS 
DONNELL B. Coss, M. D. 


In accepting the Presidency of the Med- 
ical Society of the State of North Carolina, 
no one ever had a more intense feeling of 
responsibility ; no one was ever more appre- 
ciative of the confidence, the honor, and the 


friendship which election to this office im- 
plies. 

Our retiring President, Dr. Griffith, has 
made it difficult, by comparison, for anyone 
to follow him. Fortunately for us, he has 
been able to devote almost his entire time 
to the many duties that this office imposes. 
He has been able to travel from one end of 
our state to the other, giving us the advice 
and leadership that come from wise and ma- 
tured judgment. To follow in such foot- 
steps, at a time when the general tempo of 
things is rapidly increasing, is not going to 
be an easy task. 

To attempt to project a specific program 
for us to follow during the coming year, 
when changes and developments are likely 
to be rapid and many, would not seem wise. 
There are certain generalities, however, 
which we all recognize as essential. 

The first and most important of these is 
the winning of the War. This comes before 
all else—and in this, our profession must do 
its part. We know we shall not fail. 

The second great responsibility that we 
have is the preservation of free initiative 
and free democratic institutions, which in- 
cludes the preservation of the independence 
of the practice of Medicine. 

Many of us are lulled by the thought that 
Socialized Medicine has been dissipated by 
the crescendo of war. Yet social reformists 
are exploiting it quietly but zealously and 
with renewed hope of success. Although the 
War seems far from won, post-war prob- 
lems already are beginning to excite persons 
in and out of Government. The physicians 
who leave their practice and enter the armed 
services will rely upon the physicians who 
remain at home to maintain conditions that 
will make possible their re-entry into civil 
practice with minimum loss and sacrifice. 

Therefore let us see to it that the princi- 
ples underlying our free institutions are 
preserved ; let us remain on the alert lest we 
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emerge with a victory in which we find our- 
selves stifled with regimentation, bureau- 
cracy and socialism. 

And finally, permit me to remind you that 
I accept this office, not as one who is only 
recently intensely interested in the welfare 
of our profession, but as one in whom Med- 
icine, its principles and aims and ambitions, 
have been born and bred. That my grand- 
father should have been elected to the Presi- 
dency of the North Carolina Medical Society 
forty-nine years ago, and that my father 
held the Vice-Presidency thirty-seven years 
ago, are indeed a source of great pride to 
me. And in carrying on the close tie be- 
tween myself and my family and this So- 
ciety I need not assure you that I shall do 
my utmost for the welfare of our profession 
—but to do this I need and must have your 
help. 





SECRETARY’S MESSAGE 


REPORT OF THE EIGHTY-NINTH ANNUAL 
SESSION OF THE MEDICAL SOCIETY OF 
THE STATE OF NORTH CAROLINA 


An enthusiastic group of 710 physicians 
attended the Eighty-Ninth Annual Session 
of the Medical Society of the State of North 
Carolina in Charlotte on May 11, 12 and 13. 


With good weather, an interesting program 
and a number of outstanding speakers on 
subjects especially devoted to activities of 
war measures as they affect civilian physi- 
cians, as well as subjects of interest to the 
general practitioner and to the specialists, 
one of the most successful meetings of all 
time was held. 

The Scientific and Commercial Exhibits 
were well displayed and the attention given 
them was gratifying and, incidentally, was 
encouraging to all exhibitors. 

The three General Sessions were well at- 
tended and the seven Section Meetings were 
exceptionally successful. 

The Presidents’ and Secretaries’ Break- 
fast, an innovation of this year, held on 
Tuesday morning at 7:30 o’clock was, from 
all indications, a success. It will, no doubt, 
be established as a part of each Annual Ses- 
sion. The group which attended this break- 
fast was composed of the presidents and sec- 
retaries of the component County Societies. 
They were well repaid for their early rising 
by the store of knowledge they gleaned from 
talks by such men as Dr. C. F. Strosnider of 





BULLETIN BOARD 


317 


Goldsboro; Dr. J. H. McNeill of North 
Wilkesboro; Dr. F. Webb Griffith of Ashe- 
ville; Dr. Wingate M. Johnson of Winston- 
Salem; Dr. I. H. Manning of Chapel Hill, a 
former President and a former Secretary of 
the State Society and the only living man 
who has had the honor of holding both of 
these important offices. Particularly inform- 
ative was the talk by Dr. J. P. Price of Flor- 
ence, S. C., Secretary-Treasurer of the South 
Carolina Medical Association. If our county 
secretaries follow the suggestions of Dr. 
Price, they will, no doubt, find that the work 
of their offices as well as that of the Secre- 
tary-Treasurer of the State Society will be 
greatly expedited. 

The address of President F. Webb Griffith 
to the House of Delegates on Monday after- 
noon and his presidential address before the 
First General Session on Tuesday morning 
were well received and were a clear demon- 
stration of the great amount of time and 
energy which he has spent for organized 
medicine in North Carolina throughout the 
year. Dr. Griffith’s address at the First 
General Session was followed by a talk by 
Dr. Fred W. Rankin, President-Elect of the 
American Medical Association, and a talk 
by Brigadier-General H. C. Coburn of Fort 
Bragg, both of whom clearly sounded the 
war-time urgency for the doctors of North 
Carolina and of the nation to do their part 
in this emergency. 

At the Second General Session, which was 
held on Wednesday afternoon instead of 
Wednesday morning as has been customary, 
the conference hall was filled to capacity, 
showing the continued enthusiasm of the 
doctors at the meeting. The address by Dr. 
Paul Dudley White of Boston, introduced as 
the No. 1 heart specialist of the world, held 
this audience in rapt attention as some of 
the newer ideas in the treatment of heart 
disease were brought out. 

The high light of the Third General Ses- 
sion on Wednesday afternoon was the instal- 
lation by the retiring President, Dr. F. 
Webb Griffith, of the new President, Dr. 
Donnell B. Cobb of Goldsboro and the Presi- 
dent-Elect, Dr. James W. Vernon of Mor- 
ganton. With the installation of Dr. Cobb 
as President, history repeated itself, for our 
new president is the third member of the 
Cobb family to hold an important office in 
the Medical Society of the State of North 
Carolina. His grandfather, Dr. W.H. H. 
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Cobb, was President of the Society in 1894. 
Dr. Donnell Cobb was escorted to the chair 
by his father, Dr. William H. Cobb of Golds- 
boro, a former Vice-President of the Society. 
President Cobb is a worthy successor to his 
illustrious forebears and to the long list of 
distinguished men who have preceded him 
in the office of President of the Medical So- 
ciety of the State of North Carolina. He has 
already proven his ability and his devotion 
to the aims and ideals of our Society and 
we who know him best can truly say that 
he is one who “sets the Cause above renown 
and loves the Game above the Prize.” 

On Tuesday evening the Society did honor 
to the retiring President, Dr. F. Webb 
Griffith, with a Banquet and Ball. In this 
connection one might say “Life has its com- 
pensations,” one of which was just to have 
heard the after-dinner speaker, Mr. James 
E. Gheen of New York City. The floor show 
was beyond reproach, and last but by no 
means least, Dr. Oren Moore served in his 
own inimitable way as a most successful 
toastmaster. The banquet was followed by 
the ball, at which a goodly number enjoyed 
dancing. 

The business meetings of the House of 
Delegates were carried on with commend- 
able zeal. A report of these meetings will 
appear in detail in the August issue of the 
NoRTH CAROLINA MEDICAL JOURNAL. 

The success of the Eighty-Ninth Annual 
Session—and it was a SUCCESS—was due in 
large measure to the untiring efforts and the 
hearty cooperation of each of the doctors in 
our host society, the Mecklenburg County 
Medical Society. The spirit of fellowship 
and good will which prevailed, at this meet- 
ing should inspire each doctor who attended 
to devote himself, his means and his knowl- 
edge unstintingly to organized medicine in 
North Carolina. 





NEws NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Tinsley Harrison, Dr. George Harrell, and 
Dr. John Williams attended the meetings of the 
Society for Clinical Investigation in Atlantic City 
on May 3 and 4. Dr. Harrison presented a paper 
on the “Separation of Various Blood Pressure Pro- 
ducing Fractions of Renal Extract” before the Asso- 
ciation of American Physicians in Atlantic City on 
May 4. 


* * * 


Dr. Howard H. Bradshaw, Professor of Surgery, 
addressed the Tennessee Valley Medical Society at 
Johnson City on May 7, His subject was “Cancer 
of the Stomach”. 
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Miss Eleanor Mayes, Librarian, attended the 
meeting of the Medical Library Association in New 
Orleans May 7-9. 

Dr. Tinsley Harrison took part in a symposium 
on heart disease at the meeting of the North Caro- 
lina Radiologic Society in Charlotte on May 12. His 
subject was “Evaluation of Cardiac Symptoms..’ 

* * * 

Dr. Arthur Grollman spoke at the Roanoke, Vir- 
ginia, City Hospital on May 14 on “Clinical Aspects 
of Endocrinology”. 

* * %* 

The following members of the faculty appeared 
on the program of the Eighty-Ninth Annual Session 
of the Medical Society of the State of North Caro- 
lina: Dr. H. H. Bradshaw, who gave a paper on 
“The Surgical Treatment of Cancer of the Lung” 
before the Second General Session; Drs. George T. 
Harrell, Wingate M. Johnson, Robert L. McMillan, 
John Williams, and Tinsley R. Harrison, who spoke 
before the Section on the Practice of Medicine; and 
Drs. Arthur Grollman and Frank R. Lock, who gave 
talks before the Section on Gynecology and Obstet- 
rics. 


NEWS NOTES FROM THE UNIVERSITY 


OF NORTH CAROLINA 


Dr. H. D. Bruner, of the Department of Physiol- 
ogy, has been granted leave of absence to work on 
a special project for The Office of Scientific Re- 
search and Development. He will be stationed at 
the Harrison Laboratory for Surgical Research, at 
the University of Pennsylvania. 

* cd * 

The following members of the faculty attended 
the meeting of the State Medical Society and the 
Public Health Association in Charlotte May 11 to 
14: Doctors Wm. deB. MacNider, J. B. Bullitt, W. 
C. George, R. L. Holman, G. L. Donnelly, H. Ward 
Ferrill, Robt. E. Stone, W. G. Morgan, W. R. 
Berryhill, Harold W. Brown, H. G. Baity, W. L. 
Fleming, J. J. Wright, D. F. Milam, Sterling 
Brackett, and Professor Ruth W. Hay. 

Doctors G. L. Donnelly and Russell L. Holman 
presented a paper before the Section on the Prac- 
tice of Medicine. 

Miss Ruth W. Hay, Professor of Public Health 
Nursing, Department of Public Health Nursing of 
the School of Public Health, spoke at the first gen- 
eral session of the North Carolina Public Health 
Association Meeting, on “The Public Health Nurse’s 


Role in National Defense’”’. 
ob * cK 





Dr. Milton J. Rosenau, Director of the School of 
Public Health, was in Ann Arbor, Michigan, May 
12 and 18, where he gave several lectures in an 
inservice training course for operators, owners and 
managers of milk pasteurization plants, offered by 
the School of Public Health of the University of 
Michigan. Dr. Rosenau also gave the address at 
the Delta Omega meeting on May 12. 

* + * 


Miss Margaret Blee, Assistant Professor of Public 
Health Nursing, Department of Public Health Nurs- 
ing, attended the Biennial Convention of the Ameri- 
can Nurses’ Association held in Chicago May 17- 
22. This was a meeting of four national nurses’ 
organizations. The theme was “The Nurse’s Place 
In the Present Emergency”. Sixty-five thousand 
nurses will be needed for the armed forces by the 
end of 1943. North Carolina stood out as having 
done the foremost work in the recruiting of future 
nurses. Thousands of nurses were present clad in 
attractive uniforms representing the Army, Red 
Cross and the Navy. 
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NEws NOTES FROM THE STATE BOARD 
OF HEALTH 


There were 125 fewer births in North Carolina 
during April, 1942, than during the corresponding 
month last year, but a decline of 315 deaths also 
was noted, according to reports compiled by the 
State Board of Health. 

The infant mortality rate continued its downward 
trend. The total for the month dropped from 421 
to 338 deaths per 1,000 live births in the state, 
which brought the rate from 60.7 to 49.7. The num- 
ber of maternal deaths for the month fell from 30 
to 25, reducing the April rate from 4.3 to 3.7. 

Deaths from preventable accidents for April, this 
year, totaled 116, as compared with 147 the corres- 
ponding month last year. The heaviest drop was 
in automobile fatalities, while deaths resulting from 
railroad accidents fell from 11 in April last year 
to 2 the corresponding month this year. There were 
four deaths from airplane accidents in April, this 
year, while none occurred in North Carolina in 
April, 1941. Influenza deaths, which have shown a 
large decline this year, were cut in half—that is, 
from 85 last year to 43 this year. 


* * * 


The Board of Health, in cooperation with the 
United States Public Health Service, is engaged in 
an intensive campaign against malaria, to prevent 
its spread and eradicate it, if possible, in areas ad- 
jacent to military bases, of which there already are 
several in this State, with others under construction 
and contemplated. 

The United States Public Health Service provided 
an appropriation to apply larvicides and do drainage 
work in these extra-cantonment areas. On the reser- 
vations, themselves, the military authorities are 
looking after malaria control, but the Board of 
Health’s object is to prevent the breeding of ma- 
laria-bearing mosquitoes in areas surrounding the 
bases, to protect defense workers and others, and 
to prevent the possible spread of malaria to the 
men under arms. 

The set-up includes a Director of Malaria Con- 
trol, with four area engineers, and four superin- 
tendents and foremen who supervise around 200 
workers. Two automobiles have been provided by 
the United States Public Health Service, also two 
station wagons and fifteen trucks. The Federal 
Government will furnish the !arvicides, while tools 
already have been provided for clearing off ditches, 
in order that the larvicides may be applied. 

One engineer and a force of men have been as- 
signed to territory adjacent to Fort Bragg, includ- 
ing such civilian areas as Fayetteville, for example, 
and other centers of population. Another area head- 
quarters has been established at Wilmington, for 
protection against malaria in that section of the 
state, where defense work is in progress and mili- 
tary bases have been established. The Jacksonville 
and New Bern areas similarly have been protected, 
and a center will be established at Elizabeth City. 
The area around Camp Butner, near Durham, also 
will be adequately protected. 

With the supply of quinine dwindling, this work 
takes on added importance, and your Board of 
Health is seeing to it that the tragedy of Bataan 
shall not be reenacted in North Carolina. 
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It is necessary, according to Doctor Reynolds, 
who is chairman of the North Carolina Committee 
on Nutrition, that school lunches consist of real 
food, and that candy and carbonated drinks shall 
not be substituted for those elements which build 
sound bodies and house sound minds. 

The records of two fifth grades furnish an excel- 


lent study in contrasts. Of the nine dental cavities 
found in the mouths of the children of one grade, 
four belonged to a student who admitted that he 
brought candy from home for lunch each day. In 
the fifth grade of another school, where candy could 
be purchased at any time, 28 permanent cavities 
were found, and many children were observed eat- 
ing cheap candies at lunch and. recess. 





NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


The offices of the North Carolina Tuberculosis 
Association were moved from Winston-Salem to 
Raleigh on May 14. The new address is Box 468 
or 111 West Morgan Street, Raleigh. 

aa 

A total of two hundred people, representing 
twenty-two counties in North Carolina and a num- 
ber of counties in South Carolina, attended the 
annual meeting of the North Carolina Tuberculosis 
Association in Charlotte, April 29. Dr. J. A. Myers, 
of the University of Minnesota, was the principal 
speaker at both the morning and luncheon sessions. 

Dr. William H. Smith of Goldsboro was elected 
President of the Association. He succeeds Dr. C. 
W. Armstrong of Salisbury, who will remain on the 
executive committee. W. P. Gearing of Asheville 
was made Vice President; Mrs. Marie B. Noell of 
Raleigh, Secretary; and Dr. J. J. Combs of Raleigh, 
Treasurer. In addition to the officers and Dr. 
Armstrong, Dr. David T. Smith of Duke University 
and Mrs. Charles E. Platt of Charlotte were elected 
to the Executive Committee. Three new Directors 
at Large were elected: Mrs. Thaddeus Cheatham of 
Pinehurst, Dr. J. J. Combs of Raleigh, and Dr. H. 
F. Easom of Sanatorium. Mrs. J. W. Bunn of 
Raleigh and Mrs. W. T. Smither of Winston-Salem 
were elected representative directors. 

The Board of Directors voted that Raleigh will 
be the place for the next annual meeting. 

* * * 

Cooperating with Dr. Walker Wilkins and the 
School Health Coordinating Service, the National 
Tuberculosis Association and the North Carolina 
Tuberculosis Association are giving six fellowships 
to the Negro Health Institutes to be held in North 
Carolina this summer. Two Institutes for Negroes 
of six weeks each are to be held this year—one in 
Durham and one in Greensboro. 





INTERNATIONAL COLLEGE OF SURGEONS 


The United States Assembly of the International 
College of Surgeons meets in a four-day session in 
Denver, Colorado, July 15-18. Headquarters and 
main assembly will be at the Shirley-Savoy Hotel. 

This meeting is open to all physicians and sur- 
geons in good standing in their State Medical So- 
ciety. It has purposely been opened to this large 
group that this organization might play its part in 
the National Defense Program. 

Panel Discussions on all aspects of surgery will 
be held synchronous with the main assembly at the 
Brown-Palace and Cosmopolitan Hotels. 

Operative Clinics will be held at all of the Denver 
Hospitals Saturday morning on July 18. 
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STATE BOARD OF MEDICAL EXAMINERS 


Because a number of conventions are being held 
in Raleigh during the week of June 15, the date 
of the meeting of the Board of Medical Examiners 
has been changed to June 22. The meeting will be 
held at the Sir Walter Hotel in Raleigh. Registra- 
tion of students for examination will begin at 2 
p.m. on June 22, and endorsement of credentials 
for reciprocity at 9 a.m. on June 22. 


TENTH DISTRICT MEDICAL SOCIETY 


The Tenth District Medical Society held its 
Spring Meeting in Asheville on May 27, 1942, at 
the Battery Park Hotel. The following program 
was presented: 

Call to Order — 
Invocation 
Address of Welcome 
Response 


2:30 P. M. 
Rev. J. A. Bandy, Asheville 
_.......... James S. Howell 

Dr. W. A. Sams, Marshall 

Papers 

1. “Gunshot Wound of Abdomen”: 
Owen, Jr., Canton. 

Discussion opened 
Canton. 

“Treatment of Congestive Heart Failure’: Dr. 
C. H. Armentrout, Asheville. 

Discussion opened by Dr. Sam Crow, Asheville. 
“Internal Diseases of the Eye Seen in General 
Practice”: Dr. J. F. MeGowan, Asheville. 
Discussion opened by Dr. C. C. Swann and Dr. 

Charles Hensley, Asheville. 
4. “Diseases Which May: Simulate the Acute Ab- 
domen”: Dr. W. A. Hoover, Murphy. 
Discussion opened by Dr. John Preston, Tryon. 
5. “Pleural Shock and Air Embolus in Artificial 
Pneumothorax”: A. L. Ormond, Black Moun- 


Dr. Charles F. 


by Dr. Robert H. Owen, 


ro 


wm) 





tain. 
Discussion opened by Dr. Charles H. Cocke, 
Asheville. 
Dinner — 7:00 P. M. 


Battery Park Hotel 
Guest Speaker 
Dr. Wingate M. Johnson, Winston-Salem — “The 
Nervous Patient.” 
Introduction of Guest Speaker, Dr. F. Webb Griffith, 
Asheville. 

Dr. James W. Vernon of Morganton, President- 
Elect of the Medical Society of the State of North 
Carolina, made a brief talk. ; 

Officers of the Tenth District Medical Society 
are: Councilor, Dr. H. S. Clark, Asheville; Presi- 
dent, Dr. B. E. Morgan, Asheville; First Vice Presi- 
dent, Dr. Frank Wood, Marion; Second Vice Presi- 
dent, Dr. L. L. Williams, Spruce Pine; Third Vice 
President, Dr. J. R. Westmoreland, Canton; Fourth 
Vice President, Dr. J. L. McElroy, Marshall; Fifth 
Vice President, Dr. W. A. Hoover, Murphy; Secre- 
tary-Treasurer, Dr. D. M. McIntosh, Jr., Marion. 





CATAWBA VALLEY AND THERMAL BELT 
MEDICAL SOCIETIES 


The Catawba Valley and the Thermal Belt Med- 
ical Societies were entertained by Dr. L. A. Crowell, 
Sr., in a joint dinner meeting at the American 
Legion Hut near Lincolnton on May 26. Speakers 
were Dr. Roscoe McMillan of Red Springs, Secre- 
tary of the State Medical Society, whose subject 
was “North Carolina Medicine Meets the Emer- 


gency”, and Major McKinnon Carmichael of Fort 
Bragg, who spoke on the “Medical Needs of the 
Armed Forces”, 
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BUNCOMBE COUNTY MEDICAL SOCIETY 


Dr. Dudley W. Smith spoke to the Buncombe 
County Medical Society on May 4 on “Experiences 
During the Bombing of London”. On May 18 the 
Society held its second meeting of the month and 
heard a talk on “Adolescent Problems: A_ Brief 
Survey of This Field for the General Practitioner” 
by Dr. Daniel J. Sullivan. 





GUILFORD COUNTY MEDICAL SOCIETY 


Dr. James Watson, Director of the Division of 
Mental Hygiene of the North Carolina State Board 
of Health, was guest speaker at a dinner meeting 
of the Guilford County Medical Society, held at the 
Sheraton Hotel in High Point on May 7. His sub- 
ject was “The Physician and the Nervous Break- 
down”. 





POLK COUNTY MEDICAL SOCIETY 


The Polk County Medical Society held a business 
meeting on May 12 to discuss the licensing of a 
graduate of a British medical school who is now 
residing in Polk County. Because three of the five 
remaining members of the Polk County Medical 
Society have submitted applications for commis- 
sions in the U.S. armed forces, a motion was passed . 
that the physician be recommended to the State 
Board of Medical Examiners for temporary license 
to practice in North Carolina. 





NEWS NOTES 


Dr. Benjamin Meriweather and Dr. Hubert Clapp, 
both of Asheville, have recently been commissioned 
as Majors in the Army. 

* * * 

Dr. Paul G. Reque of Duke University has entered 
the Army as a Captain in the Medical Corps. He 
is stationed at Fort Bragg. 

+ + & 

Dr. Harley Brookshire, Jr., of Asheville has en- 

tered the Army as a First Lieutenant. 
* * x 

Dr. R. C. Scott of Asheville has been appointed 
to an important position on the medical staff of the 
Bethlehem Steel Company, and has moved to Beth- 
lehem, Pennsylvania. 

. * 

Dr. D. H. Nisbet has moved from Charlotte to 

Atlantic Beach, North Carolina. 


 * 


Dr. Robert B. Lawson has moved from Chapel 
Hill to Winston-Salem. 





Try Pablum on Your Vacation 
Vacations are too often a vacation from protec- 
tive foods. For optimum benefits a vacation should 
furnish optimum nutrition as well as_ relaxation, 
yet actually this is the time when many persons 
go on a spree of refined carbohydrates. Pablum is 
a food that “goes good” on camping trips and at 
the same time supplies an abundance of calcium, 
phosphorus, iron, and vitamins B and G. It can be 
prepared in a minute, without cooking, as a break- 
fast dish or used as a flour to increase the mineral 
and vitamin values of staple recipes. Packed dry, 
Pablum is light to carry, requires no refrigeration. 
Easy-to-fix Pablum recipes and samples are avail- 
able to physicians who request them from Mead 

Johnson & Company, Evansville, Indiana. 
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AUXILIARY 


OFFICERS FOR 1942-1943 
President — Mrs. R. A. Moore, Winston- 








Salem 

President-Elect—Mrs. K. B. PACE, Green- 
ville 

First Vice President—MRSs. SIDNEY SMITH, 
Raleigh 


Second Vice President—To be appointed 
Third Vice President—Mrs. J. L. REEVES, 
Canton 
Fourth Vice President—Mks. A.H. ELLIOTT, 
Wilmington 
Recording Secretary— Mrs. JAMES W. 
VERNON, Morganton 
Corresponding Secretary—Mrs. R. L. Mc- 
MILLAN, Winston-Salem 
Treasurer—MkRs. E. C. Jupp, Raleigh 
* * * * 
TWENTIETH ANNUAL SESSION 

The twentieth annual convention of the 
Auxiliary to the Medical Society of the State 
of North Carolina convened in Charlotte on 
May 11, 1942. Mrs. Sidney Smith, President, 
was hostess at a lovely luncheon in the 
Chinese Room of the Hotel Charlotte on 
Monday at 1:30. Those present were mem- 
bers of the executive committee and board 
of directors of the Auxiliary. Immediately 
after the luncheon the committee and board 
had a business session at which progressive 
reports, dealing with war activities and 
other enterprises, were received from offi- 
cers, committee chairmen and councilors. 

Mrs. Henry L. Sloan of Charlotte, general 
convention chairman, was in charge of a 
bridge party for Auxiliary members from 
all parts of the state Monday night. 

The general session of the Auxiliary was 
held Tuesday morning at 10:30 o’clock at 
the Charlotte Woman’s Club, with Mrs. 
Smith presiding. The complete transactions 
of this meeting and the executive board 
meeting will appear in the September issue 
of the JOURNAL. This meeting was followed 
by a delicious luncheon and a fashion show 
in the Club House. The costumes, present- 
ing new war time styles, were from Montal- 
do’s, and members of Charlotte’s younger 
set acted as models. 

Following the luncheon members of the 
Auxiliary went on a garden pilgrimage, at 
the conclusion of which the group were 
guests at tea at the home of Mrs. E. J. 
Wannamaker. 
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On Tuesday evening at 7 o’clock the mem- 
bers of the Auxiliary joined with the State 
Society at a banquet held at the Hotel Char- 
lotte. Dr. Oren Moore of Charlotte acted as 
toastmaster. A floor show was_ presented 
and a humorous speech given by Mr. James 
Gheen of New York City. The annual Med- 
ical Society Ball followed immediately after 
the banquet. 

At 10 o’clock on Wednesday morning 
members of the Auxiliary visited the Mint 
Museum of Art. Immediately afterwards 
Mrs. Joseph A. Elliott entertained at a de- 
lightful coffee hour at her home. 

Mrs. VERNE 8. CAVINESS, 
Press and Publicity Chairman. 





Iu Memoriam 





GEORGE W. KUTSCHER, Jr., M.D. 


George W. Kutscher, Jr., was born in 1896 in 
Pennsylvania, and received his M.D. degree from 
the University of Pittsburg, in 1923. After complet- 
ing an internship, he did general practice in Swan- 
anoa, North Carolina, for a time and then moved 
to Asheville. During 1931 he interned in pediatrics 
in New Orleans. Returning to Asheville, he limited 
his practice to pediatrics. As a result of his am- 
bition and unbounded energy he soon attracted a 
large clientele. For several years, and until his last 
illness, he was secretary of the Buncombe County 
Medical Society, in which office he did outstanding 
work. Entirely through his initiative the Bulletin 
of the Buncombe County Medical Society was born, 
and largely through his efforts it grew. In addition 
to his professional duties, and despite a chronic ill- 
ness, he was very active in both religious and civic 
affairs. He was Secretary of the Certified Milk 
Committee, and he made valuable contributions to 
medical literature. Besides being a member of local 
medical societies, the American Medical Association 
and the Southern Medical Association, he was certi- 
fied by the American Board of Pediatrics, and was 
a member of the American Association of Pediatri- 
cians. He was a member of the staffs of the Bilt- 
more and the Mission Hospitals and of the Ortho- 
pedic Home. 

His last fight he bore with Christian fortitude, 
best expressed in the lines of Browning: 

I was ever a fighter, so—one fight more, 

The best and the last! 
I would hate that death bandaged my eyes and 
forbore, 
And bade me creep past. 
No! let me taste the whole of it, fare like my 
peers, 
The heroes of old, 
Bear the brunt, in a minute pay glad life’s arrears 
Of pain, darkness and cold. 

Be it resolved: That this society has lost an active 
practitioner who was ever. alert to the advances 
in medical science and that a copy of these reso- 
lutions be sent to his widow and that they be in- 
scribed on the minutes. 

J. LaBruce Ward, M.D., 
L. W. Elias, M. D., 
North Carolina Pediatrics Society 
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CHARLES WEST MOSELEY, M. D. 


Charles West Moseley was born on a farm in 
Elkin township, Surry County, on May 10, 1865. 
He was the son of James Henry Moseley, who 
served with the Confederate Army as a member of 
Company E, Twentieth N. C. Regiment, for two 
years. 

Dr. Moseley attended rural schools and an acad- 
emy in Yadkin County, and in early manhood was 
a teacher in Baltimore Academy and Enon Academy. 
He began the study of medicine with Dr. E. B. 
Hempton and Dr. J. W. Ring as his preceptors, and 
graduated from the Baltimore Medical College with 
the M.D. degree in 1893. He later did postgradu- 
ate work at the New York Post-Graduate School, 
and at the York Polyclinic and the New 
Orleans Polyclinic. For three years he engaged in 
general practice at Lewisville, North Carolina, and 
for a similar period at Kapps Mill, after which he 
spent eight years in medical practice at Elkin, dur- 
ing which time he served as mayor of the city. He 
also spent two years as a general practitioner in 
North Wilkesboro. In 1907 he came to Greensboro, 
where he specialized in diseases of the stomach and 
internal medicine. He was a pioneer in this partic- 
ular field in this part of the state, his only predeces- 
sor in the line of his specialty being Dr. Nesbit of 
Charlotte. Dr. Moseley’ was consultant for St. 
Leo’s Hospital, the Piedmont Memorial Hospital, the 
Wesley Long Memorial Hospital, and Glenwood 
Park Sanitarium. He was a member of Pi Gamma 
Mu, an honorary scientific society, and belonged to 
the Guilford County Medical Society, the Medical 
Society of the State of North Carolina, the South- 
ern Medical Association, and the American Medical 
Association. He was listed in WHO’S WHO. 

On March 1, 1891, Dr. Moseley was married to 
Miss Fannie Ogburn McKnight, of Winston-Salem. 
After her death he married Miss Elizabeth Battle 
of Greensboro on January 8, 1927. 

During his residence in Greensboro Dr. Moseley 
was deeply interested in community affairs. He 
served for four years on the city school board. A 
man of noble character, he was strong in his con- 
victions, and lived an exemplary life of religious 
devotion. Throughout his life he was active in the 
Baptist denomination, and he was one of the most 
active members of the First Baptist Church of 
Greensboro, where he taught the Men’s Bible Class 
for over thirty years and served as a deacon. 

For about three weeks before his death, he was 
confined to his bed in the Piedmont Memorial Hos- 
pital. Always patient and cooperative, he won the 
affections of all who served him during his illness. 

On March 7, 1942, Dr. Moseley died. Though this 
date marks his decease, he will live on for time 
immemorial in the hearts of those who felt the in- 
fluence of his life—a life full and rich because of 
his unselfish devotion and service to his fellow 
man. 

None will miss him more than those of the med- 
ical profession who were closely associated with 
him. In his going they lost not only a true friend, 
but a worthy colleague in the field of medicine—a 
field in which he labored constantly until the end. 
Rigdon Dees, M. D., Chairman 
Obituary Committee 

Guilford County Medical Society 
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BOOK REVIEWS 





Nephritis. By Leopold Lichtwitz, Chief of 
the Medical Division of the Montefiore Hos- 
pital; Clinical Professor of Medicine, Co- 
lumbia University, New York. 344 pages, 
illustrated. Price, $5.50. New York: Grune 
and Stratton, 1942. 


This monograph is based on the author’s study 
both at the bedside and in the laboratory of several 
thousand patients suffering from kidney disease in 
its various manifestations. The views expressed in 
regard to the phenomena of nephritis differ widely 
in many respects from those generally accepted by 
American workers. Measurements of such factors 
as glomerular filtration, tubular reabsorption, clear- 
ance and renal function, which have received in- 
creasing emphasis in recent years are given little 
attention because of their failure to add to the 
clinically important questions of diagnosis, prog- 
nosis and treatment. On the other hand, many theo- 
retical concepts are included which, in the reviewer's 
opinion, are equally impertinent from a clinical - 
standpoint, and in some cases experimentally un- 
sound. For example, the assumption of the extent 
of “water binding” in the tissues, the role of epi- 
nephrine in the organism, or the regulation of blood 
pressure as expounded will not stand critical analy- 
sis. In spite of these criticisms the present book 
should prove stimulating and helpful to all who are 
interested in the treatment of renal disease. 





Endocrinology, Clinical Application and 
Treatment. By August A. Werner, Assis- 
tant Professor of Internal Medicine, St. 
Louis University. Ed. 2. 924 pages, illus- 
trated with 327 engravings and a colored 
plate. Price, $10.00. Philadelphia: Lea & 
Febiger, 1942. 


The present edition represents a revision with 
the addition of 252 new pages. It is clearly written 
and covers not only the field of endocrinology but 
also many unrelated conditions—for example, vitil- 
igo, scleroderma, mongolism, lipodystrophia, and 
similar rarities. There is no evidence that these 
disorders are endocrine in origin, and in the re- 
viewer’s-opinion the space devoted to their consid- 
eration might have been devoted more profitably to 
some of the basic endocrinological principles, a 
knowledge of which is essential for understanding 
the clinical aspects of the subject. As is the case 
in most clinical texts dealing with endocrinology, 


much is taken for granted that is far from proved. 
For example, the statement (p. 819) that the obe- 
sity observed in hyperostosis frontalis interna “is 
usually of the pituitary type” and “indicates pitui- 
tary gland involvement” may be disputed. Many 
question the existence of a pituitary type of obes- 
ity and attribute this condition to hypothalamic 
disorder. It is the failure of clinical endocrinology 
to observe the highest standard of critical judg- 
ment that tends to confuse the general practitioner 
and leads to his misuse of this valuable branch 
of medical practice. 
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Diseases of Women. By H. S. Crossen 
and Robert J. Crossen. 948 pages, 1127 
illustrations, 45 color plates. Price, $12.50. 
St. Louis: The C. V. Mosby Company, 1941. 


The ninth edition of Crossen’s Diseases of 
Women presents the ideal reference and textbook. 
Previous editions of this work have long been used 
as a standard gynecological text and as a working 
volume for the general practitioner and the special- 
ist. 

This new volume contains all of the better fea- 
tures of previous editions and in addition brings 
the literature up to the very date of publication. 
The interesting physiology of ovulation as recently 
outlined by Strassman and the fine studies of 
Berthelmez and those of Markee on the physiology 
of menstruation are given in detail. The work of 
Rubinstein and Papanicolaou on vaginal smears and 
the diagnostic value of this procedure are also given 
full consideration. Routine and special gynecologi- 
cal examinations are described in a clear and con- 
cise manner with adequate illustrations. 

The endocrines are reviewed, and sufficient space 
is devoted to the commercial preparations to enable 
the general practitioner to adapt them to his prac- 
tice intelligently. Only the endocrine measures 
which have been proven sound are recommended. 
The causes of leukorrhea are carefully reviewed, 
and excellent practical suggestions on the diag- 
nosis and treatment of this disorder are given. 
Less space is devoted to the microscopic pathology 
and to operative treatment than in the previous 
editions, and more space is given to diagnosis of 
gynecological conditions in general and to satisfac- 
tory office treatment. Dysmenorrhea, sterility, and 
functional bleeding are given ample consideration. 
The section devoted to the recognition and treat- 
ment of carcinoma of the cervix reflects the modern 
trend toward the use of irradiation therapy alone 
in this condition. 

This volume is a big improvement over previous 
editions and is to be highly recommended. 





Functional Neuroanatomy. By Wendell J. 

S. Krieg, Ph.D., Assistant Professor of _ 
Anatomy, College of Medicine, New York 
University. 553 pages, 274 _ illustrations. 
Price, $6.50. Philadelphia: The Blakiston 
Company, 1942. 


Krieg, in accord with the modern trend, presents 
the essentials of neuroanatomy from the functional 
aspect. Beginning with a survey of development 
and a review of the reflex mechanism, the author 
establishes an adequate background to discuss the 
various functional components of the nervous sys- 
tem. 

Each chapter consists of a well coordinated unit 
which presents to the student not only the struc- 
ture of that part of the nervous system immediately 
concerned, but also the associated gross anatomy, 
histology, and physiology, thereby enabling the 
student to correlate the knowledge obtained in the 
various preclinical courses. 

Of particular interest are the illustrations, of 
which there are many (274 in addition to a 66 page 
atlas). Most of the illustrations are by the author 
and are unique in that they are so drawn as to 
enable one to perceive the third dimension. This 


type of illustration offers many advantages over 
the conventional two dimensional figure. 

Although this book was written primarily as a 
textbook, it is to be recommended to anyone inter- 
ested in the nervous system, because of its exten- 
sive consideration of the associated sciences, 





BOOK REVIEWS 


of Materia Medica, 
By Forrest 
Davison, B.A., M.Sc., Ph. D., M.B., Med- 
ical Department, The Upjohn Co., Kalama- 


Toxicology, 
Ramon 


Synopsis 
and Pharmacology. 


zoo, Mich.; Formerly Assistant Professor 
of Pharmacology in the School of Medicine, 
University of Arkansas, Little Rock. Ed. 2, 
illustrated. Price, $5.75. St. Louis: C. V. 
Mosby Co., 1942. 


As is indicated in the title, this is a synopsis of 
the essential information about the drugs used in 
clinical medicine. The book is well written, com- 
plete and up-to-date. Rational therapy is impos- 
sible without consideration of the pharmacodynam- 
ics of drug action, and ample space is devoted to 
this aspect of the subject. 





Foundations of Neuropsychiatry. By Stan- 
ley Cobb, M. D., Bullard Professor of Neu- 
ropathology, Harvard Medical School, Psy- 
chiatrist in Chief, Massachusetts General 
Hospital. 231 pages, 12 figures. Price, $2.50. 
Baltimore: The Williams and Wilkins Com- 
pany, 1941 


In the preface to this new edition of the book 
formerly known as “A Preface to Nervous Disease” 
the author states that the revisions consist largely 
in bringing up to date recent knowledge on the 
thalamus, the hypothalamus and the circulation of 
the brain and spinal cord, and the addition of a 
chapter on psychopathology. The word ‘“Neuro- 
psychiatry” in the title is somewhat misleading. 
Perhaps the chief value of this book lies in the 
integrated presentation of neurophysiological phe- 
nomena concerned with living. For the student who 
is concerned with the human being as a structural 
and functional unit, the way in which the author 
ties together various aspects of known living func- 
tion is greatly enlightening. He also relates neu- 
ropathology to neurophysiology, thereby giving to 
neuropathology the dynamic treatment which it has 
lacked in many cases. 

This book presents much of the recent material 
which has led neurologists to consider that the hy- 
pothalamus may be the originator of various affec- 
tive states and therefore a prime intrinsic determi- 
nant of behavior. In the chapter on psychopathology, 
the author designed his own classification for nerv- 
ous disorders. As the author states in the preface, 
there is no mention of what is perhaps the most 
important general consideration in psychiatry— 
treatment. 

The purpose of the book can perhaps be given in 
the author’s own words: “There are psychiatrists 
who state that neurology can contribute nothing 
to their field; there ate psychoanalysts who are 
interested only in interpersonal relations and know 
nothing of the brain; there are neurophysiologists 
who deny psychology and consider psychoanalysis 
a racket. What is imperative at present is better 
training for everyone in all four fields and more 
tolerance.” This treatise adheres to a rather simple 
mechanistic categorization of these related human 
phenomena, which should be of tremendous value 
to medical students. The thing which one misses 
(if this text would be a complete correlation of 
these related fields) is some consideration of the 
dynamics of development of human individuality as 
it comes from interpersonal relations. Probably this 
book will be of greatest value to medical students, 
who need real assistance in the integration of neu- 
roanatomy and neurophysiology with what one sees 
clinically in neurologic and psychiatric syndromes, 
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MANY PHYSICIANS 


Are Going Into Military Service 


THIS MEANS LONGER HOURS 
FOR THOSE WHO HAVE 
TO REMAIN AT HOME 


WHY NOT MEET THIS SITUATION 
BY EQUIPPING YOUR OFFICE WITH 


MODERN, TIME and LABOR-SAVING 
FURNITURE, EQUIPMENT, INSTRU- 
MENTS and SUPPLIES. 


JUST A FEW SUGGESTIONS: 


CAUTERIES 

OTOSCOPES & OPHTHALMOSCOPES 
SHORT WAVE MACHINES 

McKESSON WATERLESS METABOLORS 
CASTLE STERILIZERS 

INFRA RED LAMPS 

ULTRA VIOLET LAMPS 

TOMPKINS ROTARY COMPRESSORS 
BURDICK RHYTHMIC CONSTRUCTORS 
HAMILTON WOOD FURNITURE 
HAMILTON STEELTONE FURNITURE 
HYFRECATORS 

MICROSCOPES 





WINCHESTER 


“Carolinas’ House of Service’ 


Winchester Surgical Supply Co. 
106 East 7th Street Charlotte, N. C. 


Winchester-Ritch Surgical Co. 
Greensboro, N. C. 


111 North Greene Street 























BEALLMONT PARK SANATORIUM 


Is AN INSTITUTION DEVOTED TO THE CARE 

AND TREATMENT OF THOSE SUFFERING 

FROM 
NERVOUS AND MENTAL 

EXHAUSTION 

and in need of a complete rest, 
scientific supervision of a physician. 
Of those overcome by the worries of business or social | 
life and in need of a quiet spot where they can regain | 
their confidence and mental poise. 
Of those unable to adjust themselves to their surround- | 
ings, and in need of a home where they will be re. | 
lieved of the annoyances and stress of modern life. | 

Use is made of all natural curative agencies, including 

Rest, Diet, Baths, Massage and Regulated Exercise. 


For further information, address 
LOUIS G. BEALL, M.D., Medical Director 
Biack Mountain, N. C. 





under the careful, 
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EN For Shy, Rete Retarded Children éN} 
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Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, 
teachers. Limited enrollment, amusements, 


expert 


special diets, medical care if necessary. 
Entrance made at any time. 
Booklet. 


Vrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 


Free Union, Virginia 
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Disabilities occasioned by war are covered in full. 


86c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
HOSPITAL 
ACCIDENT-SICKNESS 


INSURANCE 


For ethical practitioners exclusively 
(57,000 POLICIES IN FORCE) 


Om aw’, 




















LIBERAL HOSPITAL EXPENSE For 
COVERAGE $10.00 
per year 
$5,000.00 ACCIDENTAL DEATH 639 00 
$25.00 weekly indemnity, accident and sickness $ 2.00 
per year 
$10,000.00 ACCIDENTAL DEATH oot ae 
$50.00 weekly indemnity, accident and sickness per year 
$15,000.00 ACCIDENTAL DEATH For 00 
$75.00 weekly indemnity, accident and sickness $9 ‘Year 





180 First National Bank Bldg. 


40 years under the same management 


$2,220,000 INVESTED ASSETS 

$10,750,000 PAID FOR CLAIMS 

$200,000 deposited with State of Nebraska for 
protection of our members. 


Disability need not be incurred in line of duty— 
benefits from the beginning day of disability. 


Send for applications, Doctor, to 
Omaha, Nebraska 




















